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THE FUTURE OF DIAGNOSTIC TESTING IN CLINICAL 
PSYCHOLOGY * 


WILLIAM A. HUNT 
Northwestern University 


Psychological testing has firmly es- 
tablished itself as a diagnostic proce- 
dure in clinical practice. The tests em- 
ployed and the diagnostic uses to which 
they are put are well known and it is 
not proposed to review them here. 
Rather let us face the fact that diagnos- 
tic testing is at present in a state of 
relative stagnation. Anyone surveying 
the tremendous development of clinical 
psychology during the last ten years, 
and the major importance that psycho- 
logical testing assumes in such clinical 
practice, cannot help but be struck by 
the small amount of progress we have 
made in developing our psychological 
tests as diagnostic instruments. Our 
advances have been in the expansion of 
physical facilities, in the extension of 
clinical services, rather than in the im- 
provement of our existing diagnostic 
techniques and the discovery of new 
ones. This paper will offer a possible 
explanation of our lack of progress and 
suggest certain lines of attack upon our 
problems that may help to move us out 
of the present doldrums. 

To do this it is necessary to return to 
fundamentals. My suggestions will 

* This paper is based upon some remarks de- 


livered before the Chicago Psychology Club and 
the University of Minnesota chapter of Psi Chi. 


stem from two basic premises concern- 
ing the fundamental nature of testing: 


1. The main contribution of the psy- | 
chological test is that it offers an oppor- 
tunity of sampling a subject’s behavior in 
a standard situation. 

2. The main contribution of the indi- 
vidual test (as opposed to the group test) 
is that it offers the tester an opportunity 
personally to observe such behavior as it 
takes place. 


It follows from the first premise that 
the primary datum offered by the psy- 
chological test is the subject’s raw be- 
havior in the test situation. The mathe- ° 
matical symbols into which this behavior 
can be translated are secondary instru- 
ments of convenience and should not be 
allowed to conceal the primary datum, 
the actual behavior. That our mathe- 
matical measures, ranging from the sim- 
ple use of numerical units in scoring to 
the use of symbolic measures such as 
the mental age and the intelligence quo- 
tient, do obscure the richness of the be- 
havioral data upon which they are based 
would be admitted by any psychologist, 
but the point needs constant reemphasis. 

Let me illustrate it by quoting some 
actual answers to two questions on the 
Information sub-test of the Wechsler- 
Bellevue Intelligence Scale. In response 


| 
| 
| 
| 
| 
| 
-al 
on | 
in- 
it- 
ag, 
ly 
ns 
of 
46, 
ly. 
nt. 
| 
en 
the 
al- 
re 
es- 
ted 
ain 
ber 
ted 
ate 
be 
ley | 
ide 
| 
ons 
| 


312 WILLIAM A. HUNT 


to the question, “How far is it from 
Paris to New York?” a subject may 
answer “About 3,000 miles” ; but I have 
had another subject say “Unfortunately 
I cannot be as exact as I would like to. 
No, I don’t know exactly. For an ap- 
proximation—about 3,000 miles. Sor- 
ry I can’t answer more definitely.” Both 
these answers are correct and count the 
same in the scoring system, with the 
numerical symbols concealing the diag- 
nostic richness of the second answer. 
In response to the question, “Where is 
Egypt?” a subject may answer “In 
South America’; but I have had a 
schizophrenic answer “In a manner of 
speaking it may be said to be in an 
oasis—plenty surrounded by sand.” 
Both answers are wrong and in scoring 
are represented by the same symbol, 
zero. Not only is the pathological sig- 
nificance of the second answer lost, but 
I would submit that a real difference in 
intelligence is overlooked. 

A further example may be offered 
from one of Kent’s brief tests of Mathe- 
matical Reasoning. One of the ques- 
tions is “If 8 boys club together and 
pay 2 dollars for the use of a room, how 
much should each pay?” Any answer 
other than 25c is scored as incorrect, but 
a careful examination of the various 
“wrong” answers shows some interest- 
ing differences among them. The most 
frequent responses for those mental de- 
ficients who attempted this question 
were 4 and 16. Apparently the mental 
deficients were able to isolate the neces- 
sary mathematical elements of the prob- 
lem (8 and 2) and also to comprehend 
vaguely that something more “com- 
plex” than addition or subtraction was 
called for. Unable to divide 2 by 8, 
they fell back either upon multiplying 
2 by 8 or upon dividing 8 by 2. On the 
other hand, a group of malingerers 
tended to answer 23c or 27c with a 


range of answers through the twenties. 
They grasped the fundamental proce- 


dure but selected an error in calculation © 


as their response, something the men- 
tally deficient did not show. The ex- 
amination of test responses on this ques- 
tion thus enables us not only to subject 
the reasoning processes of the mental 
deficient to further analysis but also to 
differentiate true mental deficiency from 
malingering(2). All this would have 
been lost had we not carried our exami- 
nation back beyond the numerical scores 
to the original test behavior. 

Many individual clinicians do not 
overlook such data. They are not con- 
tent to base their judgment upon the 
mere test score or profile of scores but 
carry their interpretation back to the 
subject’s original performance. This is 
done somewhat shamefacedly, and is re- 
ferred to apologetically as the exercise 
of “clinical judgment” or even more 
apologetically as “clinical intuition.” 
This is not intuition in the mystical 
sense. It is the same sort of intellectual 
process of judgment that ensues when 
a psychologist considers a test score in 
the light of the known validity and re- 
liability of the test used before making 
an interpretation, and in many cases the 
mathematical data upon which such an 
interpretation is based are no more re- 
liable than the observational data upon 
which we base our clinical “intuitions.” 

Our standard test manuals, however, 
give little space to any discussion of the 
quality of test responses and their inter- 
pretive significance. The Wechsler- 
Bellevue manual(4) devotes only 22 
pages to criteria for scoring. The Ter- 
man-Merrill manual(3) is much better, 
but both manuals limit their treatment 
of test responses to the problem of 
translating the response into the par- 
ticular numerical symbols used in their 
respective scoring systems. Nor is the 
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professional literature more helpful. 
Our journals are filled with articles on 
the mathematical treatment of test 
scores, but only rarely does one find any 
discussion of actual test behavior and 
its significance. Behavior as such, seems 
to be viewed as a necessary evil, justi- 
fied only by the fact that it will yield us 
a numerical symbol with which we can 
then embark upon a flight of mathe- 
matical abstraction. 

There is no necessary antithesis be- 
tween the observation of the subject’s 
test behavior and the expression of this 
behavior in convenient numerical sym- 
bols which lend themselves to statistical 
manipulation. The two approaches are 
complementary. Actually some return 
to the observation of test behavior is a 
necessary precursor to further numeri- 
cal “objectification.” In a recent paper 
on “An Analysis of the Concept of 
Clinical Intuition,” Cofer(1) has at- 


tempted to identify some of the actual 
test behaviors upon which our clinical 
judgments are based. Once such be- 
haviors are identified they can be trans- 


lated into numerical symbols. If they 
prove valid diagnostic indicators we 
then extend our objective scoring sys- 
tem to include them. 

We can use the Kent item mentioned 
above as an illustration. At present 
the response “25c” contributes one point 
to a score for intelligence. Any other 
answer contributes nothing. An ex- 
amination of these “other” answers, or 
errors, however, reveals reliable differ- 
ences between the mistakes made by the 
truly mentally deficient and those made 
by malingerers. It is then possible to 
extend our scoring system, and say that 
any answer not 25 but within the range 
of the twenties will also count one point 
on a scale for malingering. 

The purpose of the present paper, 
however, is not merely to encourage 
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clinical psychologists to look beyond 
test scores to the underlying test ad 
haviors, nor to suggest the stimulation 
and new research ideas that might result 
from such contact with the raw mate- 
rials of clinical diagnosis. The value of 
such an approach is accepted in psychol- 
ogy. Rather we would call attention 
to two consequences which follow logi- 
cally from the acceptance of this view 
and which have implications for the de- 
velopment of our diagnostic techniques. 
Since we are all agreed upon the 
diagnostic richness of actual test be- 
haviors, and since most of us, however 
apologetic we may be in practice, do use 


judgments, let us face this fact in the de- 
velopment of new tests. Individual test 
items as well as types of sub-tests differ 
in the amount of such clinical material 
that they offer. Let us rework our 
present tests and throw out those items 
that do not offer it. In constructing 
new tests let us select items that are 
deliberately chosen not only to allow a 
numerical measure but also to provide 
the subject with an opportunity for 
revelatory clinical behavior even though 
it goes beyond the present potentialities 
of “objectification.” Without losing 
the objective efficiency of our present 
tests we can increase their clinical utility 
by such deliberate selection of diagnos- 
tically rich test items. 

If wé are to encourage the use of such 
test material, we must face the fact that 
only trained clinicians can use it. We 
need as psychological testers trained ob- 
servers and interpreters with a wealth 
of clinical experience behind them, not 
untrained cashiers to operate an auto- 
matic scoring cash register. These last 
may be left to the field of group testing 
which is frankly committed to the limi- 
tations of the exclusively objective ap- 
proach. Group testing is essentially 


such behavior as a basis for our clinical | 
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nomothetic. In the individual test, 
however, we can add to the nomothetic 
all the flexibility of the idiographic 
approach. 

This leads us to the second premise 
stated at the beginning of our paper— 
that the main contribution of the indi- 
vidual test (as opposed to the group 
test) is that it offers the tester an op- 
portunity personally to observe the sub- 
ject’s test behavior as it takes place. 
There are other contributions. A wider 
range of test materials can be presented. 
Moreover, the standard conditions as- 
sumed in the group testing situation 
can more definitely be assured. The 
opportunity for the observation of test 
behavior, however, remains the primary 
value of the individual technique. 

This second premise has an implicit 
corollary that is often overlooked. It 
is that in the individual testing situation 
the tester is expected to contribute to 
raising the level of prediction. This is 
not to say that the tester in the indi- 
vidual test situation does succeed in 
raising the level of prediction. A poor 
tester may even lower it. The fact re- 
mains, however, that his participation 
is based either implicitly or overtly on 
the belief that his presence will increase 
the efficiency of the testing. In this 
connection we might cite the practice of 
some clinical psychologists in adminis- 
tering group tests on an individual basis. 
Such a contribution might come about 
through the wider range of materials 
that can be presented, or through the 
extra care which is possible in adminis- 
tering the test and the extra attention 
which can be given in assuring the de- 
sired standard conditions. It may also 
come about through the deliberate in- 
tervention of the tester in changing 
some of the “standard” conditions to 
fit some special requirement of the sub- 
ject or of the testing situation, as well 
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as through the clinical interpretation of 
the resulting score or the addition of a 
further clinical judgment based upon 
the observation of test behavior which 
is not amenable to translation into stand- 
ard scoring measures. Such procedures 
may be frowned upon officially, but they 
are used by most practicing clinical psy- 
chologists, who seem willing both to 
accept them and to attempt their justi- 
fication. Unless the tester in the indi- 
vidual testing method is expected to 
make some such contribution toward 
better prediction it is difficult to justify 
his participation. 

At the risk of being accused of mak- 
ing an artificial or erroneous distinction 
between group testing and individual 
testing, I should like to bring out what 
seems to me to be an underlying and 
tacit, though seldom consciously re- 
alized, difference in fundamental phi- 
losophy between the two approaches. 
The accepted goal of both is perfect 
prediction. I would submit, however, 
that in general, group testing is used in 
situations where a certain amount of 
error is acceptable, and that psycholo- 
gists using group tests operate acquies- 
cently and even contentedly in many 
situations in which the test prediction 
is far below the level of perfection. On 
the other hand, it seems to me that the 
individual tester never openly accepts 
the margin of error inherent in the test, 
but always strives consciously and defi- 
nitely toward perfect prediction. I am 
not saying that the individual test actu- 
ally does come closer to perfection, nor 
denying the value of group tests and 
their necessary use in many situations, 
but merely suggesting a difference in 
the fundamental motivation of the 
people using them. My point is that. 
group tests are used with full accept- 
ance and understanding of the te 
error involved, whereas the individ 
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test is used in an attempt to lessen 
the inherent test error, with the clini- 
cian striving through personal super- 
vision and the addition of clinical in- 
terpretation to achieve better prediction 
than can be attained with the mass 
methods of group testing. Whether or 
not he is successful is another question. 

This difference in philosophy between 
the group test and the individual test 
was evident in their military uses. In 
general group tests were used in selec- 
tion procedures where the manpower 
pool from which the selectees were 
drawn was large and where failure on 
the test did not unduly stigmatize the 
individual. Thus in the Navy, group 


tests were used in classification for se- 
lecting candidates for the various trade 
schools, specialized services where the 
manpower reserve from which the can- 
didates were taken was sufficiently large 


so that the loss through test error of 
some potentially acceptable men was not 
serious, and where men rejected by the 
test were not lost to the Navy but were 
passed on to some other branch of the 
service. Moreover, while the failure to 
make a certain trade school may have 
seemed important to the recruit in- 


-volved, his failure to do so did not 


entail any serious social stigma. The 
same was true of the use of group tests 
in selecting aviators. As opposed to 


_ this, individual tests plus clinical inter- 
_ pretation were used in the neuropsy- 


chiatric examination where the man- 
power reserve being tapped (the mili- 


_ tary manpower potential of the country 


as a whole) was low, where rejection 
meant the loss of the man to the military 
services, and his return to society with 
the social stigma attached to a discharge 


for psychiatric reasons. The same gen- 
eral trend is reflected in civilian practice 


where group tests are used for such 
things as selecting insurance salesmen, 
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admission to college, selecting students 
for special classes, etc., while the indi- 


) vidual test with a clinical interpretation 
\ is relied upon in cases such as commit- 


\ment to an institution, where the social 
consequences for the individual are par- 
| ticularly severe. 

We have already advocated the frank 
and open acceptance of the importance 
of the clinical psychologist in the indi- 
vidual testing situation and the admis- 
sion as a valid clinical instrument of his 
use of clinical intuition or, as I would 
rather phrase it, professional judgment. 
Such acceptance, however, cannot be 
based upon faith, hope, and professional 
charity toward one’s clinical colleagues. 
It must be based upon a sound body of 
scientific evidence. It will be necessary 
to consider the clinician objectively as 
a testing instrument and to submit him 
to the same objective processes of vali- 
dation that we would use in evaluating 
any test. The validity and reliability 
of his judgments are as open to experi- 
mental verification as are the validity 
and reliability of our tests, and such 
verification must be carried out. 

The objection is often raised to the 
clinical approach that, while many clini- 
cians can make valid clinical judgments, 
many cannot, i.e., that there are bad as 
well as good clinicians. The same thing 
is true of psychological tests. There are 
bad tests as well as good tests. When 
we discover that a test is bad, we do 
not hesitate to discard it. Just so, when 
we find that a clinician is “bad,” or 
cannot make valid professional judg- 
ments, he, too, should be discarded, or 
limited in his activities to those fields 
where the value of his contribution can 
be demonstrated. Such evaluation of 
clinicians has been lacking in the past, 
nor will it be easily installed in the fu- 
ture, although the present interest of 
the American Psychological Association 
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in certification for applied psychologists 
is a hopeful sign. 

In evaluating clinical performance 
we must be careful to avoid committing 
the “isomorphic” error that has marked 
our previous thinking when we have 
assumed that there is a direct, one-to- 
one correlation between the performance 
of the individual clinician and the ex- 
cellence of the training program which 
he has undergone. We have limited 
our critical inspection to a survey of 
the thoroughness of the curriculum, ex- 
cellence of the teaching staff, and 
breadth of clinical experience available 
in those institutions which offer train- 
ing programs, assuming that a good 
training program assured a good clini- 
cian. Unfortunately this is not always 
so, and it will be necessary to supple- 
ment our evaluation of training pro- 
grams by a further professional exami- 
nation of the clinicians they produce. 
The evaluation we are suggesting, how- 
ever, goes well beyond the original se- 
lection of clinical workers for the field. 
We would propose a continuous evalua- 
tion of clinical performance as an inte- 
gral part of administrative practice in 


any clinic. 


Such evaluation may be difficult to 
obtain on an individual clinician work- 
ing independently, but is relatively easy 
if the clinician is functioning as one of 
a team in an organized clinic. In this 
latter case it is easy to have an indi- 
vidual’s judgment checked by a col- 
league or by further testing. In most 
clinics the patient is usually seen by 
more than one professional worker and 
the record will contain test scores and 


\ case history material which offers a fur- 
ther check. Adequate follow-up mate- 


rial on each case could also be obtained. 
In fact, if an adequate system of clinical 
records is established, the checking of 
each worker’s efficiency becomes merely 


a matter of clinical bookkeeping which 
can be done with little extra work, and 
provides a continuous, running evalua- 
tion of clinical performance for any 
staff member. 

Such a system was in practice at the 
Psychiatric Unit at the Newport, R. I., 
Naval Training Station during the last 
war whenever the exigencies of the war 
emergency left time for its use. It was 
thus possible to make a direct compari- 
son of the relative efficiency of the psy- 
chiatric interview administered by the 
staff personnel and the group paper-and- 
pencil test as neuropsychiatric selection 
procedures(5). It developed that both 
procedures were about equal in their 
detection rate for potentially unfit per- 
sonnel but that the false-positive rate 
(number of fit recruits falsely identified 
as unfit) was much higher for the test. 
Asa result, the paper-and-pencil test was 
used as a preliminary coarse screen to 
select men for subsequent psychiatric 
interview, and it was possible to cut 
down the number of personnel engaged 
in interviewing by two-thirds without 
loss in the efficiency of the screening 
procedure. It also developed that there 
were large individual differences in the 
ability to handle the brief psychiatric 
interviewing technique, with the result 
that specialization was introduced with 
some members of the staff being as- 
signed to interviews and others being 
given the task of working up cases on 
the ward where the pace was more 
leisurely and a more detailed, painstak- 
ing investigation of each case was neces- 
sary. Moreover, differences in the abil- 
ity to handle certain types of case 
were discovered. Some men were good 
at handling psychopathic personalities ; 
others were not, but might excel with 
schizophrenics, epileptics, or homosex- 
uals. These differences were taken into 
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account in assigning cases, and more 
efficient teamwork was the result. 

On the testing side, differences were 
revealed in the ability to handle the 
abbreviated intelligence testing tech- 
niques used to supplement the original 
screening interview. Some men were 
very proficient with these, others did 
better with the longer tests such as the 
Wechsler-Bellevue scale. Some clini- 
cians were excellent with the Rorschach 
test, some with the Minnesota Multi- 
phasic, while others produced adequate 
judgments of personality structure as 
a secondary product of administering 
individual intelligence tests. The dem- 
\ onstration of such individual differences 
in clinical performance made an efficient 
allotment of duties possible. The con- 
tinuous nature of the check provided 
by such clinical bookkeeping even made 
possible the detection of the “staleness” 
and operational fatigue which developed 
inevitably in a group which was being 
driven dangerously close at times to the 
limits of physical capacity. It was a 
compliment, not merely to the profes- 
sional caliber of the staff at Newport 
but to the professional motivation and 
integrity of psychiatry and psychology 
as a whole, that such evaluation proce- 
dures were actively welcomed and will- 
ingly participated in by the individual 
staff members. 

What we are suggesting here is the 
application of the principles of applied 
psychology to the field of clinical prac- 
| tice itself. Psychology has long been a 
leading proponent of efficient personnel 
procedures in industry and has produced 
many important studies in the field of 
motor skills and the efficient organiza- 
tion of work habits. It is fitting now 
that it turn its attention on itself, and 
there is no better field in which to begin 
than clinical psychology. Efficiency en- 
gineering is as appropriate in the clinic 


as it is in industry, and if the volume 
of future clinical practice turns out, to 
be anywhere near our present estimates 
it will be not only appropriate but 


necessary. SUMMARY 


This paper opened with the observa- 
tion that diagnostic testing in clinical 
psychology was in a state of develop- 
mental quiescence with little evidence at 
present of any very effective solution of 
its many problems. 
certain premises concerning the basic 
nature of testing, some suggestions were 
made for progress within the field. 
These suggestions may be summarized 
as follows: 

1. As clinical psychologists we should 
pay more attention to the subject’s raw 
behavior in the actual testing situation 
and not concentrate exclusively on the 
resulting numerical scores. 

2. We should rework our tests to 
obtain items which will yield diagnos- 
tically rich observable material as well 
as convenient numerical measures. 


3. We should accept the importance / 
of the clinician as a contributing ele- / 


ment in the test situation. 
4. We should consider the individual 


After considering 


clinician as a clinical instrument, and / 


study and evaluate his performance ex- | 


actly as we study and evaluate a test. 
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VALIDATION 


WALTER C. SHIPLEY 
Wheaton College 


INTRODUCTION 


The purpose of this article is to de- 
scribe briefly the Personal Inventory,* 
its derivation and validation. Treat- 
ment will be confined to the major em- 
pirical data—those obtained on naval 
personnel. The Personal Inventory is 
a group test (questionnaire) which, de- 
signed for screening use, presents a 
standardized psychiatric interview in 
pencil-and-paper form. 

The items of the inventory are based 
on case-history dissimilarities between 
psychiatrically undesirable and normal 
military personnel, and are cast into 
forced-choice form. Each requires the 
examinee to check the alternative which 
better describes him. Although, as pre- 
viously revealed by large-scale case-his- 
tory analysis, one alternative is always 
more characteristic of the normal, and 


* The work was done by the staff of Project 
N-113 under contract (OEMsr) by Brown Uni- 
versity, and under the supervision of the Applied 
Psychology Panel, NDRC; it was carried out 
in close liaison with the Bureau of Personnel and 
Bureau of Medicine and Surgery, United States 
Navy. Commander Cecil L. Wittson (MC), 
USNR, Commander William A. Hunt H(S), 
USNR, Captain C. W. Schilling, (MC), USN, 
and other officers of the Armed Services, col- 
laborated with the project staff. The project 
staff comprised, in addition to the authors of 
this article, the following individuals who were 
associated with it at one time or another: Dr. 
F. A. Mote, Mr. R. N. Berry, Mr. H. R. Black- 
well, Mr. E. Stellar, and Mr. H. J. Leavitt. 
Dr. C. H. Graham served throughout the dura- 
tion of the contract as Contractor’s Technical 
Representative. 

The Personal Inventory is the property of 
the U. S. Government and is not available 
to the public at the present time. The follow- 

ing reports of the Applied Psychology Panel, 
NDRC. dealing with experimental results with 
the Personal Inventory may be obtained, in 
microfilm or photostat copy, on application to 
the Office of the Publication Board, Department 
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the other of the psychiatrically unde- 
sirable, the two are equated wherever 
possible with respect to apparent social 
desirability. The inventory comes in 
two lengths, a Long Form containing 
145 items, and a Short Form contain- 
ing 20 items. 


Tue Lonc Form 


Description. The Long Form of the 
inventory consists of a 145-item book- 
let used with a separate answer sheet 
designed for either machine or hand 
scoring. It comes in two formats which 
are identical in content, but differ in 
their mechanics of answer recording. 
Format A embodies a mechanical ar- 
rangement for grouping together items, 
which on a@ priori reasoning appear to 
be related, on the answer sheet ; format 
B lacks this special feature. Since both 
formats are identical in content, and 


of Commerce, Washington, 25, D. C., and will 
soon be available in the files of the Library of 
Congress: OSRD Report No. 1606, Standard- 
ization and Validation of the Personal Inven- 
tory—Psychiatric Criterion; OSRD Report No. 
3040, Results Obtained from Testing Recruits 
with the New London-NDRC Questionnaire at 
the Newport Naval Training Station; OSRD 
Report No. 3262, The Relation of Selection Test 
Scores to Tank Escape Performance — Sub- 
marine School; OSRD Report No. 3315, Item 
Analysis and Evaluation of the Scoring Stencil 
of the Personal Inventory; OSRD Report No. 
3390, The Personal Inventory, Short Form 
(Format C)—Derivation and Preliminary Psy- 
chiatric Validation; OSRD Report No. 3582, 
The Comparability ‘of Formats A and B of the 
Personal Inventory; OSRD Report No. 3604, 
The Personal Inventory, Short Form (Format 
C)—Psychiatric Validation on a Pre-testing 
Basis; OSRD Report No. 3755, A Comparison 
of Personal Inventory Scores with Service Rec- 
ords One Year after Testing; OSRD Report 
No. 3962, Results from the Long and Short 
Forms of the Personal Inventory and General 
Classification Test; OSRD Report No. 3963, 
Final Report in Summary of Research on the 
Personal Inventory and Other Tests. 
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have been shown to give identical re- 
sults, they will be treated as one. 

Item differentiation and scoring. To 
determine the capacities of the indi- 
vidual items for differentiating in the 
psychiatric screening situation, the in- 
ventory was given to two groups of 
enlisted personnel—a normal and a de- 
viating one—at the U. S. Naval Train- 
ing Station, Newport, R. I. The normal 
group was composed of 1004 newly 
enlisted men who had been favorably 
passed upon in the psychiatric inter- 
view; the deviating one, of 84 psychi- 
atric discharges tested on the psychiatric 
ward. Analysis of the results of the 
two groups revealed 60 items with criti- 
cal ratios of 2.7 or greater. These 60 
items were each assigned a weight of 
one for purposes of scoring, and the 
remaining items were retained as filler. 

Validity. To test its validity, the in- 
ventory, scored in the above described 
manner, was administered to several 
additional groups. These groups, which 
were obtained at the U. S. Naval Train- 
ing Station, Newport, R. I., and the 
U. S. Submarine Base, New London, 
Conn., are indicated together with their 
Ns, mean scores, and os in Table 1. The 
first two Newport groups, the 508 nor- 


mal recruits and 301 psychiatric dis- 
charges, were generally comparable— 
though composed of different individ- 
uals—to those previously employed in 
determining item differentiation. The 
other two Newport groups, the recruits 
receiving ratings within a year, and 
those not receiving them, do not repre- 
sent additionally tested men; they are 
derived from service-record follow-ups, 
approximately a year later, of the men 
previously tested in the two normal re- 
cruit groups—the groups with Ns of 
1004 and 508 already mentioned. The 
three New London groups, which were 
obtained at the Submarine School, are 
self-explanatory. 

It will be seen from Table 1 that the 
more highly selected groups obtain the 
lowest, i.e., the best, mean scores. The 
commissioned officers are lowest, fol- 
lowed by the psychiatrically approved 
Submarine School men and the subse- 
quently rated recruits, all of whom are 
below the level of the general recruits. 
Appreciably higher are the psychiatric- 
ally disapproved Submarine School 
men, and highest of all, the psychiatric 
discharges. 

Reliability. Reliability coefficients 
(Spearman-Brown adjusted) are given 


Taste 1. Mean Personal Inventory scores (long form) for various naval groups 


Mean 
Score CR 


301 Newport psychiatric discharges ...........0.-.000000000 21.6 11.0 
609 Newport normal recruits receiving ratings within a year.. 8.3 42 
856 Newport normal recruits not receiving ratings within year kat ate 
276 Commissioned officers in Submarine School .........--.. 64 39 
189 Psychiatrically approved Submarine School men ......... 8. " 4.3 
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for the Long Form for three representa- 
tive naval groups in Table 2. The Am- 
phibious Forces group here reported 
was obtained at the U. S. Amphibious 
Forces Base, Solomons, Md.; it was not 
included in the preceding table because 
contrasting sub-groups could not be 
obtained. 

Taste 2. Reliability coefficients (Spearman- 


Brown adjusted) for the long form of the 
Personal Inventory 


N Group r 


508 Newport normal recruits. .69 (odd-even) 
610 Amphibious Forces men.. .85 (split-half) 
188 Newport psychiatric dis- 


Correlation with GCT Scores. In or- 
der to determine the degree of overlap 
between the Long Form and General 
Classification Test scores, correlation 
coefficients were computed between the 
two for several representative groups. 
These coefficients, ranging from r = 
.01 to r = —.35, are presented together 
with their Ns and PEs in Table 3. 
All are so low as to indicate little dupli- 
cation in the functions of the two in- 
struments. 


THE SHORT ForM 


Derivation and Selection. The Short 
Form of the inventory consists of a 
single sheet of 20 items chosen from 
the Long Form. These 20 items were 
selected in terms of demonstrated dif- 
ferentiating capacity, as shown by their 
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critical ratios in contrasting 1004 nor- 
mal naval personnel with 385 early psy- 
chiatric discharges. With critical ratios 
ranging from 5.6 to 15.9, they were 
arrived at by selecting the 10 most sig- 
nificant items and interweaving them 
for purposes of smoothness of transi- 
tion between 10 other highly differen- 
tiating ones. 

Validity. As a first test of its valid- 
ity, the Short Form, like the Long 
Form, was administered to two con- 
trasting groups of enlisted personnel— 
a normal group and a deviating group— 
at the Newport Naval Training Station. 
The normal group comprised 538 newly 
enlisted men who had been passed upon 
favorably in the psychiatric interview ; 
the deviating group comprised 263 psy- 
chiatric discharges tested on the psy- 
chiatric ward. Mean scores for the two 
groups—the score being simply the num- 
ber of items checked in the previously 
established undesirable manner—are 
given, together with os and the CR, in 
the first part (labelled post-test) of 
Table 4. 

As a further and more critical test of 
its validity, the Short Form was ad- 
ministered in a pre-testing situation, 
ie., it was administered prior to (as 
well as independently of) the psychi- 
atric examination. This involved test- 
ing a group of men upon their arrival 
at Newport, scoring the inventories and 
filing them away pending the psychiatric 
disposition of the men, and ultimately 
comparing the inventory scores with the 


Tasie 3. Coefficients of correlation between GCT and Personal Inventory scores 


(long form) 
N Group r 
1071 Newport normal recruits ............eees005 —.28 + .019 (old form GCT) 
576 Amphibious Forces men .............-eee0e8 —.35 + .024 (new form GCT) 
89 Newport psychiatric discharges .............. 01 + .072 (old form GCT) 
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Taste 4. Mean Personal Inventory scores (short form) for various naval groups 
in post-testing and pre-testing situations 


Mean 
Score CR 


psychiatric dispositions. Actually, the 
group of men tested comprised two 
sub-groups, one composed of regular 
“boots,” and the other, of special as- 
signment men, i.e., men accepted for 
limited service only. Results for the 
two sub-groups, distributed according 
to final psychiatric disposition, are pre- 
sented in the bottom part (labelled pre- 
test) of Table 4, in which means, os 
and CRs are indicated. 

From Table 4 it will be seen that 
the Short Form differentiates in both 
the pre and post testing situations; but 
that it does so somewhat more sharply 
in the latter; this is evidenced by the 
fact that while the means for the nor- 
mals are comparable in both situations, 
the one for the discharges is consider- 
ably higher in the post testing situation. 
In all probability this difference reflects 
a change in attitude of the psychiatrical- 
ly doubtful when they became identified 
as such; it suggests that retention for 
psychiatric observation renders them 
more aware of their weaknesses, more 
prone to admit them, or both. 

In order to give some idea of the 
efficiency of the Short Form as a screen- 
ing device, Table 5 has been drawn up. 


It is based on the total pre-tested group, 
ie., regular “boots” and special assign- 
ment men combined, and shows the per- 
centage of subsequent psychiatric dis- 
charges (N = 59) as contrasted with 
psychiatrically approved normals (N = 
815), identified at each of several cut- 
ting scores. 

TaBLe 5. Cumulative percentages* of normals 
and psychiatric discharges falling at-and-above 


each of several scores on the short form of the 
Personal Inventory in a pre-testing situation 


Percent Percent of 59 
of 815 nor- psychiatric dis- 
mals identified charges identified 


0.98 20.34 
1.96 28.81 
3.19 37.29 
491 47.46 
6.63 52.54 
10.18 57.63 
16.93 62.71 
26.13 72.88 
38.04 81.36 
55.34 89.83 


* The percentages for 188 psychiatrically ques- 
tioned—though retained—men are not included ; 
these fell intermediate between those for the dis- 
charges and the normals. 


Reliability. Reliability coefficients 
(Spearman-Brown adjusted) for three 
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Post-test 
20.9 i 
263 Newport psychiatric discharges 10.3 5.3 | 
Pre-test | 
; 458 Newport normal recruits 3:2 2.5 | 
5.3 
30 Newport psychiatric discharges 7.6 4.5 
357 Newport normal special assignment men ................. 3% 28 7 
| 
: 29 Newport special assignment psychiatric discharges ....... 82 4.7 | 
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representative naval groups are given 
for the Short Form in Table 6. 
Taste 6. Reliability coefficients (Spearman- 


Brown adjusted) for the short form of the 
Personal Inventory 


N Group r 


458 Newport normal recruits. .66 (odd-even) 
426 Amphibious Forces men.. .89 (split-half) 
257 Newport psychiatric dis- 


91 (odd-even) 


Correlation with GCT Scores. Co- 
efficients of correlation between the 
Short Form and the General Classifica- 
tion Test for two groups comparable to 
those reported for the Long Form are 
given in Table 7. Coefficients for the 
psychiatric discharges could not be 
given, since GCT scores were not avail- 
able for them. 
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(N = 538). Likewise comparison of 
Tables 2 and 6 indicates similar re- 
liabilities, and comparison of Tables 3 
and 7, similar low correlations with 
the GCT, for the two forms. These 
data suggest that the Short Form, which 
can be given in less than 10 minutes, is 
the more practical for most uses. 


SUMMARY AND CONCLUSIONS 


The Personal Inventory is a group 
test which presents a standardized psy- 
chiatric interview in pencil-and-paper 
form. Its items, which are of the 
forced-choice type, are based on case- 
history dissimilarities between psychi- 
atrically undesirable and normal mili- 
tary personnel. The inventory comes 
in two lengths, a Long Form compris- 
ing a 145-item booklet with separate 
answer sheet, and a Short Form of 20 


Taste 7. Coefficients of correlation between GCT and Personal Inventory scores 
(short form) 


N Group 


r 


412 Newport normal recruits ........... 
426 Amphibious Forces men ........... 


—.28 + .030 (old form GCT) 
—.25 + .030 (new form GCT) 


COMPARISON OF THE Two Forms 


Comparison of the two forms sug- 
gests that the Short Form, despite its 
brevity, is virtually as differentiating 
and consistent as the Long Form. For 
example, in terms of arbitrarily chosen 
cutting scores in roughly comparable 
post-testing situations at Newport, the 
Long Form identified 51.6 per cent of 
the psychiatric discharges (N = 124) 
while including 3.9 per cent of the nor- 
mals (N = 508), and the Short Form, 
68.8 per cent of the discharges (N = 
263), and 4.5 per cent of the normals 


items printed on a single page. Both 
forms, validated on naval personnel, 
have been found to identify a very sub- 
stantial proportion of the psychiatrically 
undesirable while including but a small 
fragment of normals; both forms have 
also shown reasonable reliabilities, rang- 
ing from r = .66 to r = .91, and low 
correlations with the GCT, the median 
being r = —.27. The findings are con- 
sistent in demonstrating the inventory’s 
usefulness as a psychiatric screening 
aid, and indicate that for most purposes 
the Short Form is the more practical. 
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A CLINICAL APPROACH TO REPORTING 
PSYCHOLOGICAL TEST DATA 


JOSEPH L. TAYLOR and 


Veterans Administration 
Regional Office, Dayton, O. 


INTRODUCTION 


This paper is directed toward a 
methodology in recording and report- 
ing the test data of the clinical psycholo- 
gist in order to achieve an expression 
of that wealth of material obtainable 
through psychological tests which gives 
a sensitive, dynamic understanding of 
the patient and his problems. The 


paper is offered also as an attempt to 
orient the written statements of the 
practitioner in terms of professional 
needs and relationships with profes- 
sional associates. 

The raw data obtained from psycho- 
logical examinations are quite meaning- 


less to persons other than the examiner 
and, even to the examiner, the original, 
unassembled data assumes greatest sig- 
nificance only when sifted, interpreted 
and organized. In customary practice, 
and particularly where the psychologist 
is a member of a clinical team, the final 
organization of test data emerges in a 
formal report which serves to provide a 
record of the test situation and to com- 
municate the findings to interested pro- 
fessional persons. Since the very act of 
formulating a written statement of find- 
ings makes it imperative to sift, inter- 
pret and organize the data to a high de- 
gree, a methodology for such processes 
may possibly contribute to the quality 
of the end product. 


‘)) Clinical psychology, unlike allied 


practices which are directed toward the 
understanding and treatment of the in- 
dividual, appears to have given little 
systematic study to the manner in which 
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test findings are organized and formu- 
lated to provide necessary records and 
to render the data easily and fully un- 
derstood by professional associates. 
The many well-written, well thought- 
out psychological reports found in cur- 
rent practice appear to stem from in- 
dividual intuition or individual study of 
the problem of recording, rather than 
from a commonly accepted system. So- 
cial case work, for example, after long 
struggle with the problem of recording, 
has evolved its concepts of “process 
recording” and “summary recording” 
as the most effective means of stating 
observations and findings. Psychia- 
trists, too, observe an ordered scheme in 
preparing formal statements of their 
data and the fact that such schemes 
differ from setting to setting is only a 
reflection of singular need or purpose 
and in no way denies the existence of 
generally accepted principles in psychia- 
tric recording. In all allied fields the 
matter of recording involves much more 
than maintaining an historical record 
of the situation. More important, the 
task of recording provides a reasoned 
statement in a commonly understood 
structure of the important facts which 
emerged in a specifically oriented clini- 
cal relationship. There exists a need 
for standardized methods among clini- 
cal psychologists in the recording of 
test data. It is conceivable that the 
psychiatrist or social worker who relies 
upon the work of the clinical psycholo- 
gist may frequently be confused or 
frustrated because methods of report- 
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ing data are so varied and lacking in 
central philosophy and direction. 


THEORETICAL CONSIDERATIONS 


If any central direction to the report- 
ing of psychological test data may be 
established, it seems that the specific 
orientation of the clinical relationship, 
e.g., the “function,” might serve as a 
basic frame of reference. By “func- 
tion” is meant the job which the psy- 
chologist sets out to do which serves as 
the basis from which all subsequent 
practice follows. An awareness of 
function would, by definition, cause the 
clinical psychologist to take cognizance 
of the specific objective of a particular 
examination and to frame his report in 
terms of that objective. Thus, a con- 
scious utilization of the concept of func- 
tion in recording would assist the psy- 
chologist in thinking clearly about what 
to include and what to omit in the re- 
port; would avoid introducing irrele- 
vancies to the problem under investiga- 
tion ; would help in preventing the inner 
needs, the focus or particular school of 
thought of the psychologist from domi- 
nating the findings and from robbing 
his written statement of the broader 
perspective required to achieve a dy- 
namic understanding of his patient. As 
a final corollary, a more conscious utili- 
zation of the concept of function would 
increase the possibility of making avail- 
able to interested professional persons 
the best that the clinical psychologist 
has to offer in a given situation. 

Stated broadly, the function of the 
clinical psychologist is that of obtaining 
a general abstract picture of the pa- 
tient’s intellectual resources under speci- 
fied conditions, his intellectual patterns 
of abilities, his adjustment styles in con- 
ventional self-management, and his 
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basic personality needs and mechanisms 
of reaction in self-expression—all in the 
context of a situational wariable repre- 
sented by his immediate environment. 
It is rare, however, that the source who 
refers an individual to a clinical psy- 
chologist for testing needs or desires 
such a complete abstract picture of the 
patient. Usually, even when the refer- 
ral is made in vague, over-all terms, 
such as with a request for a “psycho- 
logical work-up,” the referral source 
has a specific question, or set of ques- 
tions, for which he seeks clarification 
through testing. Ideally, since the 
referral source usually desires a spe- 
cific job of the clinical psychologist, 
it would seem that his needs could 
best be met if he were to present the 
psychologist with a definition of the 
service desired. Experience suggests 
that requests for psychological services, 
however broadly or vaguely expressed 
initially, upon further inquiry devolve 
essentially into one of three main groups 
of services desired. The psychiatrist or 
social worker was interested either in 
the patient’s “level of mental function- 
ing” (commonly and inadvisedly re- 
ferred to as an “I.Q. examination’) ; 
or they desired clues from psychologi- 
cal techniques in arriving at a “differ- 
ential diagnosis’; or they were inter- 
ested in a “personality evaluation” of 
the patient. 

Since the problem presented is differ- 
ent for each of the above referrals, the 
psychologist has a different focus for 
each situation and may employ different 
instruments to obtain the necessary 
data. Employing different instruments 
with varying focus and intent, it is evi- 
dent that the findings in one type of case 
will differ in major aspects from find- 
ings in the other types of cases. There- 
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fore, should not the purpose, or func- 
tion, of the examination play a signifi- 
cant part in the psychologist’s record- 
ing of his findings? Do not the various 
levels towards which psychological ex- 
aminations may be directed require that 
pertinent and fundamental features of 
each be observed in a formal statement 
of results? For that reason it is recom- 
mended that a distinct and characteris- 
tic method of summarizing the data for 
each of these three groups of examina- 
tions be employed, yet in a manner 
which permits flexibility in evaluating 
each individual. Such a characteristic 
framework for the written statement 
would point up the main problem under | 
investigation and make it easier for the 
psychiatrist or social worker to grasp 
the particular information he is looking 
for.” 

Indirectly, another advantage might 
accrue from organizing the act of re- 
cording which is not an easy one. Con- 
siderable mental effort is required to 
formulate clearly and meaningfully the 
mass of data which the examiner ac- 
cumulates. Supervisors and adminis- 
trators are well aware of the inertia and 
even blocking which comes upon work- 
ers in relation to dictation schedules, 
and many of the more recent discussions 
about recording in various fields have 
been concerned with evolving simpler, 


1. It will be readily granted that the results 
of a practice such as clinical psychology which, 
by its very nature defies stereotypy and which, 
on the contrary, frequently gains its chief effec- 
tiveness from the unique style or personality of 
the practitioner, cannot be recorded under a 
rigid, inflexible scheme. The written word must 
necessarily reflect the uniqueness of the indi- 
vidual in his approach, his perspective and pro- 
fessional skill, and any attempts to formulate 
recording schemata need not be construed as in- 
evitably imposing stereotypes or inhibitions upon 
the individuality of the practitioner. Indeed, the 
unique approach, style and skill of the psy- 
chiatrist or social worker is readily apparent 
despite the popular framework of his recording. 
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time-saving techniques without sacrific- 
ing content. Thus, a guide in record- 
ing, such as a methodology offers, may 
be a helpful tool. Such a guide might 
be particularly helpful to new practi- 
tioners who seek assistance in evaluat- 
ing and formulating their findings. 


METHODs 


The following material presents and 
briefly discusses outline guides for the 
preparation of records with reference 
to the three main groups of services 
commonly requested of clinical psy- 
chologists. The outlines suggest a 
common approach to analyzing and or- 
ganizing test data, but comparable areas 
within each are differentiated in degree 
of intensity, according to the needs pre- 
sented by the specific referral. These 
outline guides are most applicable to 
evaluating test findings from individual 
examinations of adults, but with appro- 
priate modifications not here discussed 
they might be adapted to the examina- 
tion of children. Further, the proce- 
dures developed in the outlines are based 
upon the assumption that, to perform 
adequately the explorations required, 
the psychologist utilizes a battery of 
tests which includes, at the minimum, 
an intelligence test which lends itself to 
diagnostic interpretation and any addi- 
tional techniques, projective and non- 
projective which are helpful in analyz- 
ing intellectual and emotional function- 
ing. 

The psychologist’s statement of find- 
ings can not go beyond what he per- 
ceives or comprehends. The matter of 
clinical sensitivity and understanding is 
so intimately connected with any think- 
ing about organization of data into a 
written statement that the former must 
receive simultaneous consideration. 
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Hence the suggested outlines for re- 
cording also imply a tentative clinical 
approach to analyzing test data. This 
discussion assumes a working knowl- 
edge of the clinical concepts employed 
and the paper is not concerned with a 
presentation of such concepts. 

The clinical approach involves an 
analysis of the quantitative and quali- 
tative aspects of test results, the lan- 
guage organization and quality of ver- 
bal responses and finally the observa- 
tions and interpretations of behavior 
and adjustment traits which emerge 
during the examination. Each outline 
for recording attempts a development 
of data from one sub-area to the next 
to achieve a logical, interlocking and 
progressively deepening understanding 
of the problem being explored. Al- 
though the outline guides attempt to 
present a comprehensive approach to 
evaluating and preparing test data, the 
various sub-areas in each outline need 
receive explicit treatment in reports only 
when the findings of a particular situa- 
tion are relevant. 

Level of Mental Functioning. Un- 
der this heading we find those psycho- 
metric examinations whose specific pur- 
pose is a measure of general intelligence. 
The recording is oriented to the recog- 
nition that a statement of “I.Q.” is in- 
adequate in such situations inasmuch as 
cultural, emotional and motivational 
forces are integral factors in intellectual 
functioning. Hence any statement of 
general intelligence must also concern 
itself with the inter-relationship of en- 
vironmental and psychodynamic factors 
in order to describe intelligence in its 
functioning as an attribute of a unique 
personality. The reporting is further 
oriented to the recognition that a spe- 
cific, defined service is requested of the 
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psychologist and that any findings 
which pertain to deeper levels of under- 
standing are not pertinent to the service 
requested. 

In reporting investigations on Level 
of Mental Functioning, the following 
outline is suggested : 


Outline of Content of Report for Level of 
Mental Functioning 


1. Reason for referral. 
2. General observations. 

a. Note adjustment to test. 

1. Cooperation. 
2. Effort. 

3. Attention. 
4. Adaptability. 

b. Note behavior which characterized 
adjustment. 

Social maturity. 
Self-criticism. 
Self-confidence. 
Introversion-extroversion. 
Dominance-submission. 
Attitudes. 

. Insight. 

c. Note unusual appearance or speech 
patterns. 

3. Intelligence. 

a. State intellectual functioning level in 
terms of 1.Q., M.A., percentile rank- 
ing and classification as “defective,” 
“dull normal,” “average,” etc. 

b. If results are not representative or 
valid, give evidence and show reason- 


ing. 
1. Variability in mental functioning. 
2. Distorted results because of ad- 
justment difficulties. 
3. Educational or cultural factors. 

c. Indicate best and poorest abilities 

when they merit attention. 
4. Other test analysis. 

a. Use other tests as supplementary ma- 
terial to aid in determining intellec- 
tual level or to indicate the presence 
of disturbing elements which interfere 
with an adequate presentation of the 
individual’s intellectual level. d 

b. When supplementary tests contradict 
general findings, attempt to explain 
contradictions and integrate them 


into the understanding of the patient. 


A CLINICAL APPROACH 


5. Summary. 
a. Answer problem in light of psycho- 
logical findings. 
b. Incorporate general interpretations in 
summary fashion or by recapitulation. 
c. Suggest need, if indicated, for re- 
examination or further study. 


Beginning the above report with a 
statement of the reason for referral pro- 
vides an early orientation to what fol- 
lows and indicates the examiner’s frame 
of reference for his work and conclus- 
ions. The next section of the report 
offers a picture of behavioral factors 
emerging during the examination 
against which the patient’s utilization 
of his intelligence may be understood. 
Because of the inadequacy of such de- 
rived symbols as I.Q. and M.A. in ex- 
pressing the dynamic nature of intelli- 
gence, the statistical expression of in- 
tellectual level is immediately followed 
by a statement of the existence of any 
factors which suggest that the derived 
symbols are not valid or not representa- 
tive of optimum capacities. Other tests 
administered receive comment in terms 
of additional light shed upon intellectual 
functioning and, to emphasize suc- 
cinctly and pointedly the significant 
findings, the report concludes with a 
brief summary. 

Differential Diagnosis. If it is 
granted that “every activity of the in- 
dividual bears the stamp of his individu- 
ality,” then, with the proper skills, any 
behavior can be interpreted and “will 
serve as an indicator of the individu- 
ality and its adjustment or maladjust- 
ment.”* Thus, the unique personality 
and the manner of his relating to his 
world can be inferred out of his activi- 
ties observed under the controlled con- 
ditions of a psychological examination. 


2. Rappaport, D. Manual of Diagnostic Psy- 
chological Testing, p. 3. 
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As distinguished from the general 
approach utilized in investigations of 
Level of Mental Functioning, study of 
Differential Diagnosis becomes more 
intensive in terms of sensitivity to 
qualitative peculiarities, efficiency of 
various mental functions and depth of 
psychological exploration. With these 
remarks as a frame of reference, the 
outline for studies of Differential Diag- 
nosis contains : 


Outline for Recording of Study of Differ- 
ential Diagnosis 

1. Reason for referral. 

2. General observations. 

a. Pattern of adjustment to testing situa- 
tion. 

b. Note atypical behavior, attitudes and 
feelings. 

c. Describe symptomatic mannerisms. 

. Intelligence. 

a. State functioning level; express in 
terms of I.Q., M.A., percentile rank, 
and descriptive groupings as “aver- 
age or superior.” 

. If results are not representative or if 
they are invalid, give evidence and 
show reasoning. 

. Analysis and intensive investigation of 
following areas for clues of psychody- 
namic forces determining behavior as re- 
vealed by psychological data. 

a. Quantitative analysis: Analysis of 
test patterns: Study of “Scatter” 
measuring the depth of the maladjust- 
ment and the specific point of vul- 
nerability using as many of the fol- 
lowing techniques as feasible. 

1. Discrepancies between perform- 
ance and achievement on verbal 
and non-verbal tests. 

2. Inter-test variability. 

a. Central tendency deviation on 
both verbal and non-verbal test 
groups. 

3. Inconsistency in mental function- 
ing. 

a. Uneven performance on one 
test, failure on easy items and 
success on more difficult items. 


| 
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Hence the suggested outlines for re- 
cording also imply a tentative clinical 
approach to analyzing test data. This 
discussion assumes a working knowl- 
edge of the clinical concepts employed 
and the paper is not concerned with a 
presentation of such concepts. 

The clinical approach involves an 
analysis of the quantitative and quali- 
tative aspects of test results, the lan- 
guage organization and quality of ver- 
bal responses and finally the observa- 
tions and interpretations of behavior 
and adjustment traits which emerge 
during the examination. Each outline 
for recording attempts a development 
of data from one sub-area to the next 
to achieve a logical, interlocking and 
progressively deepening understanding 
of the problem being explored. A\l- 
though the outline guides attempt to 
present a comprehensive approach to 
evaluating and preparing test data, the 
various sub-areas in each outline need 
receive explicit treatment in reports only 
when the findings of a particular situa- 
tion are relevant. 

Level of Mental Functioning. Un- 
der this heading we find those psycho- 
metric examinations whose specific pur- 
pose is a measure of general intelligence. 
The recording is oriented to the recog- 
nition that a statement of “I.Q.” is in- 
adequate in such situations inasmuch as 
cultural, emotional and motivational 
forces are integral factors in intellectual 
functioning. Hence any statement of 
general intelligence must also concern 
itself with the inter-relationship of en- 
vironmental and psychodynamic factors 
in order to describe intelligence in its 
functioning as an attribute of a unique 
personality. The reporting is further 
oriented to the recognition that a spe- 
cific, defined service is requested of the 
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psychologist and that any findings 
which pertain to deeper levels of under- 
standing are not pertinent to the service 
requested. 

In reporting investigations on Level 
of Mental Functioning, the following 
outline is suggested : 


Outline of Content of Report for Level of 
Mental Functioning 


1. Reason for referral. 
2. General observations. 

a. Note adjustment to test. 

1. Cooperation. 
2. Effort. 

3. Attention. 
4. Adaptability. 

b. Note behavior which characterized 
adjustment. 

Social maturity. 
Self-criticism. 
Self-confidence. 
Introversion-extroversion. 
Dominance-submission. 
Attitudes. 

. Insight. 

c. Note unusual appearance or speech 
patterns. 

3. Intelligence. 

a. State intellectual functioning level in 
terms of I.Q., M.A., percentile rank- 
ing and classification as “defective,” 
“dull normal,” “average,” etc. 

b. If results are not representative or 
valid, give evidence and show reason- 


ing. 
1. Variability in mental functioning. 
2. Distorted results because of ad- 
justment difficulties. 
3. Educational or cultural factors. 

c. Indicate best and poorest abilities 

when they merit attention. 
4. Other test analysis. 

a. Use other tests as supplementary ma- 
terial to aid in determining intellec- 
tual level or to indicate the presence 
of disturbing elements which interfere 
with an adequate presentation of the 
individual’s intellectual level. ‘ 

b. When supplementary tests contradict 
general findings, attempt to explain 
contradictions and integrate them 


into the understanding of the patient. 


A CLINICAL APPROACH 


5. Summary. 

a. Answer problem in light of psycho- 
logical findings. 

b. Incorporate general interpretations in 
summary fashion or by recapitulation. 

c. Suggest need, if indicated, for re- 
examination or further study. 


Beginning the above report with a 
statement of the reason for referral pro- 
vides an early orientation to what fol- 
lows and indicates the examiner’s frame 
of reference for his work and conclus- 
ions. The next section of the report 
offers a picture of behavioral factors 
emerging during the examination 
against which the patient’s utilization 
of his intelligence may be understood. 
Because of the inadequacy of such de- 
rived symbols as I.Q. and M.A. in ex- 
pressing the dynamic nature of intelli- 
gence, the statistical expression of in- 
tellectual level is immediately followed 
by a statement of the existence of any 
factors which suggest that the derived 
symbols are not valid or not representa- 
tive of optimum capacities. Other tests 
administered receive comment in terms 
of additional light shed upon intellectual 
functioning and, to emphasize suc- 
cinctly and pointedly the significant 
findings, the report concludes with a 
brief summary. 

Differential Diagnosis. If it is 
granted that “every activity of the in- 
dividual bears the stamp of his individu- 
ality,” then, with the proper skills, any 
behavior can be interpreted and “will 
serve as an indicator of the individu- 
ality and its adjustment or maladjust- 
ment.”* Thus, the unique personality 
and the manner of his relating to his 
world can be inferred out of his activi- 
ties observed under the controlled con- 
ditions of a psychological examination. 


2. Rappaport, D. — of Diagnostic Psy- 
chological Testing, p. 3. 
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As distinguished from the general 
approach utilized in investigations of 
Level of Mental Functioning, study of 
Differential Diagnosis becomes more 
intensive in terms of sensitivity to 
qualitative peculiarities, efficiency of 
various mental functions and depth of 
psychological exploration. With these 
remarks as a frame of reference, the 
outline for studies of Differential Diag- 
nosis contains : 


Outline for Recording of Study of Differ- 
ential Diagnosis 

1. Reason for referral. 

2. General observations. 

a. Pattern of adjustment to testing situa- 
tion. 

b. Note atypical behavior, attitudes and 
feelings. 

c. Describe symptomatic mannerisms. 

3. Intelligence. 

a. State functioning level; express in 
terms of I.Q., M.A., percentile rank, 
and descriptive groupings as “aver- 
age or superior.” 

. If results are not representative or if 
they are invalid, give evidence and 
show reasoning. 

. Analysis and intensive investigation of 
following areas for clues of psychody- 
namic forces determining behavior as re- 
vealed by psychological data. 

a. Quantitative analysis: Analysis of 
test patterns: Study of “Scatter” 
measuring the depth of the maladjust- 
ment and the specific point of vul- 
nerability using as many of the fol- 
lowing techniques as feasible. 

1. Discrepancies between perform- 
ance and achievement on verbal 
and non-verbal tests. 

. Inter-test variability. 

a. Central tendency deviation on 
both verbal and non-verbal test 
groups. 

. Inconsistency in mental function- 
ing. 

a. Uneven performance on one 
test, failure on easy items and 
success on more difficult items. 
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. Vocabulary deviation. 


a. Tendency of sub-test scores to 
drop below or rise above the 
vocabulary level. 


. Range deviation. 


a. Extent of the scatter from the 
lowest to the highest scores. 


. Sub-test relationships. 


a. Analysis in terms of the rela- 
tion of one type test to another 
type test. 

b. “Pairs technique.”* 

1. Relation of block design and 
object assembly test (of 
neutral emotional content) 
to other non-verbal tests 
and to picture completion 
and picture arrangement. 

2. Relation of digit span to 
arithmetic (“out - of - pat- 
tern”) relationship when 
arithmetic is more impaired 
than digit span. 


b. Qualitative analysis. 


1. Evaluation of test in terms of its 


“rationale.” 

a. Understanding of the meaning, 
scope and limitation of each 
test and the functions underly- 
ing test achievement. It is on 
this understanding that an ap- 
praisal of qualitative peculiari- 
ties can be made, that an as- 
sessment of the functions which 
are impaired can be discerned. 
It is the relationship of scores 
and the understanding of how 
they were achieved or attained 
that reveals patterns of effi- 
ciency of different functions. 
Such method allows for insight 
into the forces of dynamic be- 
havior, its quality and direc- 
tion, that resulted in such a 
pattern. 


2. Evaluation of patient in terms of 


relevant developmental-social his- 

tory. 

a. Testing procedure is an inte- 
gral part of clinical examina- 
tion and thus should be evalu- 
ated in terms of patient’s edu- 


3. Ibid., p. 31. 


cational and cultural back- 
ground, his lingual facilities, 
and his temporary emotional 
reactions to the stimuli, for 
valid interpretation. The core 
of diagnostic evaluation re- 
volves about an understanding 
of the factors that create dis- 
crepancies and cause inconsist- 
encies and unevenness in test 
results that are contrary to ex- 
pectations when examined 
against the background of life 
history data. 


3. “Item analysis.” 


a. Establishing groups of items on 
the same sub-test in which ac- 
cumulation of failures is a 
pathological condition; easy 
items and difficult items. 

b. Differentiation of the under- 
lying causes of failure. 

1. “lack of attainment. 

2. temporary inefficiency. 
3. impairment. — 

4. deterioration.”* 

c. Content ideation of responses 
indicate the cause and level of 
failure. 

1. Coherence of thought pat- 
terns. 
2. Bizarreness of response. 
3. Irrelevancy of response. 
d. Concept formation. 
1. Level of organization. 

a. Concrete. 

b. Functional. 

c. Abstract. 

2. Use of stereotypes. 

a. Conventional modes of 
expression used to con- 
ceal individual variation. 

b. Deviation from stereo- 


types. 
3. Difficulty in planning, or- 
ganizing and synthesizing. 
a. Use of substitutions or 
simpler levels of accom- 
plishment. 


c. Language organization and quality of 


verbal reactions. 
1. Quality of response. 


4. Ibid., p. 60. 
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a. Terse. 

1. Reticent, extremely difficult 
to elicit response. 

2. Unwilling to discuss perti- 
nent data, responds only to 
direct questioning. 

b. Adequate, concise and well- 
planned. 

1. Speaks freely and volun- 
teers information. 

a. Deliberately or without 
deliberation. 
b. About self or about 
others. 
c. Verbosity. 

1. Talks profusely but offers 
relevant comments, speaks 
to the point. 

2. Talks profusely. 

a. Introduces extraneous 
conversation ; tangential. 

b. Generally irrelevant, re- 
dundant, bizarre. 

c. Associated material, bi- 
zarre phrases such as 
“gamble . . . . speculate 
to accumulate.” 

d. Deliberately changes 
subject, evasive. 

Lies or malingers. 
3. re of words and word 
meanings. 

Type of response. 

a. Answers before question is 
finished. 

b. Answers impulsively. 

c. Deliberates before answering. 

Anticipatory reactions. 

a. Shows over-confidence, brag- 
gard, grandiose. 

b. Fairly confident. 

c. Anticipates failure. 

1. Says he cannot do it. 

2. Afraid or unwilling to try. 
Awareness of difficuliies and prob- 
lems. 

a. Insight or lack of insight into 
difficulty. 

Fluency. 

a. Unusual fluency. 

b. Some hesitation in speech. 

c. Halting speech. 

d. Speech defect. 


6. Emotional reactions in speech. 

a. Gross display of emotionality, 
“gushing.” 

b. Complete lack of emotionality, 
“poker face.” 

c. Appropriate affect and re- 
marks. 

5. Other test analysis. 

a. Observation of and interpretation of 
adjustment under controlled condi- 
tions and situations of a different na- 
ture. 


6. Summary. 

a. Answer problem of referral in light of 
psychological data in summarized 
manner. 

1. Intellectual functioning. 

a. Current functioning level. 
b. Potential optimal level. 

2. Areas of impairment and state- 
ment of symptomatology of specific 
disease entity described in lay 
language. 

3. Resultant conclusion if clearly in- 
dicated; otherwise, only descrip- 
tion of psychodynamics of adjust- 
ment. 


Again the report opens with a state- 
ment of reason for referral to provide 
an orientation to what follows and to 
indicate the examiner’s focus for his in- 
vestigation. The “general observa- 
tions” are intended as a description of 
behavior in adjusting to the test situa- 
tion which lends itself to psychiatric 
evaluation. The report presents the pa- 
tient’s intellectual functioning, first in 
the conventional terms of derived sym- 
bols. If the test performance is not 
representative of the individual’s intel- 
lectual capacity, a statement of his re- 
duced mental efficiency leads into a 
quantitative “scatter” analysis to indi- 
cate depth of maladjustment, degree of 
deterioration and specific points of in- 
tellectual and emotional vulnerability. 
It is not intended to assume that un- 
evenness in mental functioning is un- 
natural or abnormal, for unevenness of 


| | 
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mental abilities found in psychological 
test results is an expression of particu- 
lar developmental patterns. An increas- 
ingly dynamic understanding of the test 
results is given by a qualitative evalua- 
tion in terms of “rationale,” “item 
analysis,” language organization and 
quality of verbal responses—thus point- 
ing up the real nature of internal dis- 
organization and emotional reactions 
viewed against the background of the 
patient’s educational and cultural milieu. 
A wider cross-sectional view of the pa- 
tient’s personality is obtained by evalu- 
ating the data from other tests admin- 
istered which yield clues as to behavior 
and adjustment. The summary serves 
to answer the question posed in the re- 
ferral, recapitulates the patient’s current 
and potential level of intellectual func- 
tioning, areas of intellectual and emo- 
tional disturbance and psychological 
evidence of symptomatology of specific 
disease entity. 

Personality Evaluation. The ap- 
praisal of test results in Personality 
Evaluation, while developing basically 
from the same techniques utilized in 
studies of differential diagnosis, does 
differ in some important aspects of 
orientation, degree of skill and clinical 
insight required of the examiner in un- 
derstanding and integrating his find- 
ings. In personality evaluation the 
focus of the examination is insight into 
all the forces which integrate the be- 
havior of the patient into a unique en- 
tity; it embraces the whole system of 
dynamic life history forces which dif- 
ferentiate one individual from the other. 

The purpose of a personality evalua- 
tion is no longer a psychological study 
of part activities of the individual, such 
as intelligence, nor is it a description of 
the sum of an individual’s traits, nor of 
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behavior which can be conveniently 
translated into nosological groups. A 
personality evaluation probes more 
deeply into the depths of functioning to 
determine the patient’s conflicts, frus- 
trations, unconscious motivations, ego 
organization and the particular systems 
connecting his basic personal drives to 
their manifestations in behavior and 
adjustment. It serves as a description 
of what a person is, why he is that way, 
what types of etiological factors are 
responsible for his present mode of ad- 
justment and what direction the forces 
operative within him may take in the 
future. This total analysis of the psy- 
chodynamic forces molding the indi- 
vidual’s pattern of life adjustment may 
very well be significant for prognosis 
and also may serve as a guide in psy- 
chotherapy. 

With such thinking about the nature 
of Personality Evaluation in mind, the 
outline for recording cannot contain the 
specific suggestions found in mental 
evaluation and differential diagnosis, 
but rather offers a framework for a 
sensitive organization of data. 

Outline for Recording of Personality 

Evaluation 
1. Reason for referral. 
2. Behavior observations in testing situa- 
tions. 

a. Pattern of adjustment in testing situa- 

tion. 

1, Initial orientation. 
2. Effort. 

3. Work habits. 

a. attention. 
persistence. 
adaptability. 
tempo of work. 
accuracy. 
reactions under speed pressure. 
. comprehension. 
h. self-reliance. 

i. self-criticism. 
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4. Physical adequacy. 
a. movement of hands. 
b. body movements. 
c. perceptive abilities. 
5. Final adjustment. 


. Evaluation and interpretation of be- 


havior. 

. Emotional stability. 

. Social maturity. 

. Critical powers. 

. Confidence. 

. Introversion - extroversion tend- 
encies. 

6. Dominance-submission tendencies. 


3. Intelligence. 


a. 


Statement of intellectual functioning 
as measured by “intelligence tests,” 
expressed in terms of I.Q., M.A., per- 
centile rank, and descriptive group- 
ings, e.g., “average,” or “superior.” 


. If results are not representative or in- 


valid, give evidence and show reason- 
ing. 


. If impairment of mental functioning 


is indicated, show statistical, quantita- 
tive and qualitative evidence. 


. Utilization of all techniques and skills 
enumerated in “Differential Diagnosis 
Outline.” 

. Evaluation of psychological data accumu- 
lated from all tests. 


Most important consideration is the 
individual, not the test, nor the test 
results, nor the mental disorder. At- 
tention is to be focused on individual 
by revealing the following as evi- 
denced in psychological test data. 

1. To what situation is he adjusting 

inadequately ? 

a. Reasons for inadequate adjust- 

ment. 

b. Survey of basic emotional 
drives, ego strengths and re- 
sources at the individual’s dis- 
posal in meeting life problems. 

2. By what means is he making a 
partial adjustment? 

a. Personality mechanisms being 
utilized to handle his reality 
and himself. 

. The conflicts or clashes be- 
tween his manipulation of real- 
ity and himself. 


c. The relationship between the 
ego and reality. 

3. What factors in his experience and 
training or development led to the 
present pattern of adjustment? 

a. Evaluation of psychological 
test results against selected life 
history data. 

4. How can he be guided to a better 
degree of adjustment ? 

a. What types of forces or influ- 
ences can help him achieve 
different types or levels of ad- 
justment ? 

b. Classification plays a subordinate role 

in personality evaluation. 

1, The individual should be consid- 
ered as a unique human being, not 
“a type of case.” 

c. Organizing the data obtained from 
psychological examination so that 
answering these four preceding ques- 
tions leads to a thorough understand- 
ing of the individual and his problems 
without the need of classification 
labels. The existence and frequency 
of maladjustment and non-adjustive 
states that do not fit into a precon- 
ceived scheme of classification throws 
doubt on the validity of utilizing and 
relying on nosological® terminology in 
personality evaluation. 

6. Summary. 

a. Answer problem in light of psycho- 
logical findings in summarized, brief 
manner. 

1. Intellect. 

a. Functioning level. 

b. Potential optimal level. 

c. Abstraction of impairment of 
intellectual processes and pos- 
sibly etiology. 

2. Other interpretations. 

a. Emotional adjustment. 

b. Attitudes and feelings. 

3. Suggestions for further study. 


The sections on reason for referral, 
description of behavior in adjusting to 
test situation, statistical expression of 
intellectual functioning, and quantita- 


5. SHarrer, L. F. The Psychology of Ad- 
justment, p. 277. 
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tive and qualitative “scatter” analysis 
are based on the same reasoning found 
in above discussion of “differential 
diagnosis.” The remainder of the re- 
port is concerned with a discussion of 
combined test findings, oriented to the 
total functioning of the individual 
rather than to specific test results, psy- 
chological functions or symptoms of 
mental disorder. Included in the report 
are the inferences and implications 
which may be significant for the psy- 
chiatrist in terms of prognosis and cues 
for psychotherapy. The report con- 
cludes with a summary which recapitu- 
lates, in the light of psychological find- 
ings, the answer to the problem posed in 
the referral. 


DIscussION 


The best writing, in all media, is 
characterized by simplicity of language 
and clarity of expression. These generic 
tenets, combined with a specific dignity 
and feeling tone which derives from the 
fundamental nature of clinical psychol- 
ogy, namely, the human relationship in- 
volved, should be the keynote of style 
in psychological reporting. The writer 
need not be overly concerned with mak- 
ing his report “professional.” A stud- 
ied attempt at being “professional” or 
at being “scientific” not only robs psy- 
chological reporting of the dynamic 
qualities which distinguish a human re- 
lationship from an experiment with test 
tubes, but, more seriously, invariably 
reflects a basic attitude in the psycholo- 
gist which will prevent him from estab- 
lishing a warm, genuine, friendly rap- 
port. The opposite, an over-emotional, 
gushing report, also bespeaks a lack 
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of mature professional development. 
Apart from technical considerations 
pertinent to a particular media, one’s 
manner of relating to others and the 
way he feels and thinks will creep into 
his writing and thus the major problems 
about “tone” in psychological report- 
ing are part of the broader problem of 
personal growth as a mature, sensitive 
practitioner. If any concrete sugges- 
tions can be made, it would seem that 
excessive informality, or slang, which 
detracts from a proper amount of pro- 
fessional dignity should be avoided, as 
should pseudo-scientific jargon which is 
understood only by an esoteric few, 
which vitiates the human element in- 
herent in a testing relationship, and 
which too often is used to hide a pov- 
erty of thought. 


SUMMARY 


A method for reporting psychologi- 
cal test data in terms of the specific 
function of given clinical relationships 
has been presented. It is felt that a 
method for psychological test reporting 
may be useful in communicating and 
interpreting clinical test data to profes- 
sional associates who share in a study 
or treatment plan. The function of the 
clinical test examiner is broken down 
into three levels of intensity and out- 
line guides for reporting psychological 
test studies on each level are suggested. 
The clinical approaches utilized in in- 
vestigations on these three levels over- 
lap in certain areas but this is felt to be 
an unavoidable consequence of a prac- 
tice which seeks to study circumscribed 
but nevertheless inter-related areas of a 
personality. 
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AURORATONE FILMS FOR THE TREATMENT OF PSYCHOTIC 
DEPRESSIONS IN AN ARMY GENERAL HOSPITAL * 


HERBERT E. RUBIN, CAPTAIN, M.C. 94 ELIAS KATZ, 2ND LT., MAC 


Crile General Hospital 


INTRODUCTION 
Motion pictures have been used at 


this hospital in connection with the treat-. 


ment of psychiatric patients, for enter- 
tainment, for instruction, and for pur- 
poses of psychotherapy. In August 
1945, a set of Auroratone films was 
donated by the Auroratone Foundation 
of America, Inc.,’ to this hospital for 
experimental purposes in the therapy 
program. The following is a report of 
exploratory studies in the use of Auro- 
ratone films as a therapeutic agent in 
the treatment of soldiers with psychotic 
depressions. 

General aims. The general aims of 
this study were to observe the effects of 
Auroratone films on psychotic depres- 
sions at this hospital, to explore the 
psychodynamics underlying the reac- 
tions of psychotic depressed patients 
when exposed to these films, and to use 
these films as a psychotherapeutic agent 
in the treatment of psychotic depres- 
sions. 

Among the limitations of this study, 
the following may be noted. First, only 
a small number of patients were care- 
fully observed. This was due to re- 
strictions of time and lack of adequate 
facilities and personnel for making more 
extensive and intensive observations. 
Secondly, Auroratone films were used 
in addition to usual treatments, not as 

* The opinions and assertions contained herein 
are the private ones of the authors and are not 


to be construed as official or reflecting the views 
of the War Department. 

1. Auroratone Foundation of America, Inc., 
Hollywood, California, is a non-profit founda- 
tion. Mr. Cecil Stokes, inventor of Auroratone 
films, is the founder and technical director. 
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a substitute for such treatments. Where 
necessary, treatments included personal 
interviews, narco-synthesis, wet packs, 
hydro-therapy, modified insulin therapy, 
electroshock, and participation in the 
Social Therapy program(2). Thirdly, 
only one set of Auroratone films was 
available. Observations were confined 
to the effects of these films on patients. 

Description of Auroratone films. 
Auroratone films may be described as 
abstract color patterns in ever-changing 
crystal-like forms, blending with one 
another. These colors and shapes are in 
synchronization with slow, sedative, and 
mildly sad music. There were six se- 
lections in the series of films used in 
the present study. These included 
“Clair de Lune” played by Andre Kos- 
talanetz and his orchestra; “Going My 
Way” sung by Bing Crosby accom- 
panied at the console of the organ by 
Lt. Col. Edward Dunstedter, AAF; 
“The Lost Chord,” organ solo; “Home 
on the Range” sung by Bing Crosby 
with organ accompaniment; “I Dream 
of Jeanie with the Light Brown Hair,” 
organ solo; and “Ave Maria” (Schu- 
bert) sung by Bing Crosby with organ 
accompaniment. 

In each selection there was a sugges- 
tion of appropriate naturalistic settings. 
For example, in “Home on the Range,” 
there were sketchy backgrounds of 
Western prairies, while in “Ave Maria,” 
altar and stained glass rose-windows 
were suggested. However, the abstract 
color patterns were the dominant pic- 
torial material on the screen. The total 
running time of the series was about 
thirty minutes. 
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METHOD AND RESULTS 


Since no previous research had been 
reported on the effects of Auroratone 
films on psychotic patients, it was de- 
cided to expose patients representative 
of various types of psychotic symp- 
tomatology to the films and to observe 
the effects. During a period of pre- 
liminary observation, it was noted that 
manic-depressives in the depressed state 
had catharsis experiences and appeared 
to benefit from exposure to the films. 
Further intensive studies were then 
made on the effects of exposures in a 
group of 10 depressed patients. Dur- 
ing the period in which observations 
were made, the films were shown to the 
patients in small groups, ranging from 
five to ten, two or three times per week. 
Observations were made by psycholo- 
gists and the psychiatrist. Exposure to 
the films was in addition to the usual 
treatments and psychotherapy and not 
a substitute. Following the showing, 
a group discussion was led by the psy- 
chiatrist. 

Overt behavior responses. Observa- 
tion revealed certain behavior patterns 
characteristic of the reactions of many 
of the depressed patients. These may 
be summarized as follows: 


1. Intense absorption in the pictorial 
presentation on the screen was evidenced 
by almost all patients. This absorption 
was observed in patients even after as 
many as fifteen exposures. 

2. For most patients, the span of atten- 
tion during the showing of the films was 
appreciably lengthened. Eyes remained 
on the screen during the showing, with 
the exception of moments of restlessness 
from time to time usually during the few 
seconds between selections when no mu- 
sic was played. In some agitated patients, 
attention span increased from a few sec- 
onds at the beginning of a presentation, to 
successively longer periods towards the 


end of the presentation. Also, there was 
a noticeable increase of attention span 
from showing to showing. 

3. Physical relaxation appeared to 
spread over the patient during the course 
of the film showing. Stereotyped motor 
phenomena such as wringing of hands, 
striking of parts of the body, and tics, be- 
came less intense or disappeared. 

4. Many patients wept when certain 
selections were played, usually during 
their early exposures. Selections more 
frequently stimulating weeping were 
“Home on the Range,” “The Lost Chord,” 
and “Ave Maria.” The two latter have 
religious connotations. Many patients 
seemed to be brushing tears from their 
eyes, or were observed to be tearful, but 
there was no direct evidence of weeping. 
Several other patients had severe emo- 
tional outbursts, with deep and loud sob- 
bing. However, few patients persisted in 
weeping after being exposed for many 
times to the same films. One patient 
stated that he already knew at which selec- 
tions he would be weeping, and so he was 
prepared for that, and did not weep. 

5. Most patients became more acces- 
sible immediately following exposure to 
the films. Those whose speech was pre- 
viously blocked or retarded, spoke more 


freely. The result in some instances was , 
similar to that secured during a narco-) 


synthesis. 

6. In this state of accessibility it was 
possible for the psychiatrist to establish 
rapport with individual members of the 
group, following the showing. This group 
discussion was conducted along more or 
less traditional lines“). The psychiatrist 
drew heavily on the audio-visual experi- 
ence with Auroratone films to which the 
group had just been exposed. Common 
characteristics of the depressed psychotic 
patients present were ventilated, in order 
to gain a measure of insight, to provide 
reassurance, and to speed rehabilitation. 


REPORTS 


Following are brief reports of reac- 
tions of patients to Auroratone films. 
This material has been condensed from 
case histories. 


j 
gay 


4 
Fic. 1. Auroratone color pattern from “Ave Maria,” as sung by Bing Crosby. 


AURORATONE FILMS 


Patient A. This 26-year old patient was 
admitted to Crile General Hospital for sur- 
gical treatment of a gunshot wound of the 
right arm. Family history and previous per- 
sonal history were negative for psychiatric 
determinants. 

He received basic training and was as- 
signed to the Infantry. Went to North 
Africa in December 1943 and fought through 
the Italian campaigns, being wounded in 
Italy, 6 December 1944. He was awarded 
the Silver Star. He was evacuated through 
medical channels, arriving as a surgical pa- 
tient at this general hospital 13 January 1945. 

Mental Examination: “The patient is 
very confused, agitated, restless, untidy about 
his person. He shows regression to an in- 
fantile type of speech and his speech is barely 
coherent. Apparently he is considerably de- 
pressed, anxious, agitated, and condemns 
himself for ‘not being brave.’ At times he 
is retarded and blocked. He is frequently 
speechless and tearful. At other times he 
is disturbed and restless, belligerent and vio- 
lent. He has made two attempts at suicide. 
Orientation appears intact, memory good. 
Insight and judgment are lacking.” 

The patient was treated for his wound 
from January 1945 to 13 July 1945, when he 
was transferred to the Reconditioning Serv- 
ice for convalescent training. He was ad- 
mitted to the Open Ward at this hospital, and 
the following day to the Closed Ward. 
He was confused and became progressively 
worse. At times he had to be tube fed. 
After a month he showed slight improve- 
ment, but was still over-active, hallucinating, 
and suffering from grandiose delusions. 

His diagnosis was “Psychosis, manic de- 
pressive, mixed type.” He was recommended 
for discharge to a Veterans Administration 
Facility. 

On 5 October 1945 was taken to the pro- 
jection room by two attendants, in wrist 
restraints. He appeared confused and an- 
tagonistic. Prior to the showing, it is re- 
ported that the patient walked over to an- 
other patient and tried to strike him. His 
first reaction to the film was strong agita- 
tion and marked belligerence. It required 
the efforts of two attendants to keep him 
restrained. This continued with varied in- 
tensity during the showing, with occasional 
moments when he was quiet. During the 
last selection, “Ave Maria,” his agitation 
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ceased completely, and he looked at the screen 
and listened quietly. His restraints were 
removed. After the showing he was acces- 
sible to the psychiatrist who evoked positive 
responses from the patient. For example, 
the psychiatrist said, “You don’t know any- 
thing about religion.” In answer, the patient 
said in a whisper, “I do,” without amplify- 
ing his statement. When the psychiatrist 
said, “Would you like to go home?” the 
patient said, “Yes, I would.” “Why don’t 
you go?” he was asked. His answer was, 
“Where is the key?” During the remainder 
of the group psychotherapy discussion, the 
patient stood in a corner of the room, near 
the door. He appeared to want to leave, 
but he was not belligerent in his attitude. 
Occasionally he would enter into the discus- 
sion. At one time he asked the psychiatrist, 
“What do you think you are doing here?” 
without further amplifying his question. At 
the conclusion of the session, he docilely left 
the room and returned to his ward with the 
other patients. 


Patient B. This 20-year old patient was 
admitted to Crile General Hospital on 24 
May 1945 with an overseas diagnosis of 
“Psychosis, unclassified, for further hos- 
pitalization, treatment and disposition.” Fam- 
ily and previous personal history were nega- 
tive for psychiatric determinants. 

Mental Examination: “The patient appears 
apathetic, retarded, moderately agitated and 
depressed. He is self-absorbed, has frequent 
crying spells and frequently remains seclu- 
sive and asocial. On several occasions he 
became impulsive and struck his head against 
the wall. His speech is usually slow but 
coherent. He expressed ideas of futility, 
hopelessness, self-depreciation and feelings of 
guilt. He is self-critical, He claims that 
he has failed everyone, that nothing makes 
sense to him. He believes that others are 
right and that he is wrong. Sensorium is 
unimpaired. Judgment and insight are de- 
fective.” 

Progress in the hospital: “Neurological, 
physical, and laboratory examinations were 
negative. The patient had been disturbed, 
agitated, depressed, self-critical, cried fre- 
quently, rejected food on several occasions, 
claiming there was a lump in his throat 
which prevented his food from going down. 
He has had one acute panic agitation when 
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his mother was about to visit him. Under 
narco-synthesis it was found that he has had 
a castration complex towards his father of 
many years’ duration, which he had unsuc- 
cessfully repressed. He has been playing the 
part of the father towards his mother. This 
patient has been given a number of inter- 
views with an attempt at reeducation and to 
establish insight into his mental problems. 
He was exposed to motion picture therapy. 
He is less agitated and depressed, is more 
active and alert and less self-critical. He 
has shown a great deal of improvement.” 

His diagnosis was “Psychosis, manic de- 
pressive, depressed phase.” Recommended 
for discharge to a Veterans Administration 
Facility. 

Notes. 14 August 1945. The patient cried 
continuously during the showing of the films. 
He kept his eyes fastened on the screen. 

14 September 1945. When the music be- 
gan, the patient looked toward the screen. 
Most of the time his attention was focussed 
on the movie. He cried when the “Lost 
Chord” was played. After the showing he 
participated in the group psychotherapy dis- 
cussion. Although the therapy appealed to 
him, he had little insight into his own situa- 
tion. He said, “I am trying to do what 
everyone else does, but it doesn’t work 
for me.” 

21 September 1945. Prior to the showing 
of the films, the patient was somewhat an- 
tagonistic to the showing, having already 
seen the same films a number of times. After 
the showing he was asked if he would like to 
run the motion picture projector. He smiled 
and said, “I’d like that.” He remained after 
the others had gone and learned to operate 
the projector. 


Patient C. This 27-year old patient was 
admitted to Crile General Hospital with an 
overseas diagnosis of “Psychosis, unclassi- 
fied.” His family and previous personal his- 
tory were negative for psychiatric deter- 
minants. 

This patient was captured by the Germans 
in February 1943 and placed in a prison camp 
in Poland. He apparently was well until 
approximately March 1945. At that time he 
was placed in the prison hospital, primarily 
for investigation of stomach ulcers. While 
he was there it was noted that he behaved 
in a peculiar fashion, would often be mute 
and out of contact. Immediately after his 


liberation in May 1945, he was admitted to 
an Allied Prisoner of War hospital with a 
diagnosis of “Malnutrition.” On admission 
to the —th Evacuation Hospital, he was 
found to be out of contact, as well as mal- 
nourished, with a diagnosis of “(1) Malnu- 
trition, mild, due to starvation, and (2) Psy- 
chosis, unclassified, cause undetermined.” 

Mental Examination: “This patient is al- 
most mute and quite inaccessible. He shows 
bizarre behavior, being found usually lying 
on the floor in his room weeping over a 
Bible or other religious tract. He usually 
refuses to answer questions, stares ahead in 
a scornful fashion. He will, however, obey 
simple directions, showing that he does un- 
derstand what is said. Without narco-syn- 
thesis his thought content is quite inacces- 
sible. During narco-synthesis he revealed 
strong religious and sexual preoccupations 
with strong guilt feelings. He admitted to 
hallucinations of a religious character. He 
shows frequent inappropriate laughter, is 
very manneristic. His orientation is defec- 
tive as to time and place. Memory cannot 
be trusted. Judgment is grossly defective. 
There are definite suicidal trends but the 
patient has not been violent or homicidal. 
He has often required tube feeding because 
he refused to eat.” 

Physical, neurological and laboratory ex- 
aminations were essentially negative. His 
diagnosis was “Psychosis, schizophrenia, 
catatonic type.” He was recommended for 
discharge to the Veterans Administration 
Facility. 

Notes. 25 August 1945. “While on his 
way to the projection room, the patient ap- 
peared dazed, completely withdrawn and 
mute. He bumped into a wardman while 
walking down the hall without apparently 
having seen him. During the first part of 
the showing, he held his head down and 
refused to look up at the screen. He was 
persuaded by the psychiatrist to open his 
eyes and look at the screen. With the play- 
ing of the “Lost Chord” the patient’s lips 
began to quiver, and he appeared as if he 
wanted to cry. The patient was given assur- 
ance that it would be all right to “show his 
feelings.” He began to cry and to sob loudly 
while continuing to watch and listen. At 
times he stopped crying. He was especially 
affected by hearing “Home on the Range” 
and “Ave Maria.” His sobbing intensified 
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AURORATONE FILMS 


whenever he saw the stained glass window 
of a church. The patient remained in his 
seat and cried for about fifteen minutes after 
the other patients had left. He was resistive 
to questioning, but he did say, “Yes,” when 
asked if he thought the movie was beautiful. 
He was led back to his room. On the way 
he tried to close his eyes and to stop walking 
on several occasions. Each time he was 
easily persuaded to continue walking and to 
open his eyes. In his room, he stood still for 
a few minutes, then he resumed reading of 
his Bible.” 


Patient D. This 28-year old patient was 
admitted to Crile General Hospital, with an 
overseas diagnosis of “Psychosis, schizo- 
phrenia, type unqualified,” on 25 July 1945. 
His family history was essentially negative 
for psychiatric determinants. He had been 
shy, timid, and rather seclusive most of his 
life. He had been raised on a farm which 
was quite isolated. 

Mental Examination: “The patient ap- 
pears markedly retarded, self-absorbed, apa- 
thetic and depressed. He frequently stares 
into space and holds his head lowered. His 
speech is slow, hesitant and fragmentary. 
Most of the time he is inaccessible. He 
shows marked preoccupation with ideas of 
self-depreciation, feelings of guilt, futility, 
hopelessness, inferiority. He entertains sui- 
cidal drives. He remains confused. He fre- 
quently rejects food, as he explains it, as a 
form of self denial. His judgment and in- 
sight are lacking.” 

His diagnosis was “Psychosis, manic de- 
pressive, depressed phase.” Recommended 
for discharge to the Veterans Administration 
Facility. 

Notes. 14 August 1945. This patient 
seemed to relax a great deal and took a great 
interest in the films. He was somewhat rest- 
less but gradually relaxed. Immediately fol- 
lowing the showing, he spontaneously re- 
quested to see it again. 

20 August 1945. Was observed weeping 
during the playing of the selections. He 
appeared very relaxed. 

19 September 1945. Prior to the showing, 
the patient was in a withdrawn depressed 
state. During the showing he appeared at- 
tentive, more aware of his surroundings than 
previously. He sat in a relaxed position, 
with his eyes focussed on the screen. Fol- 
lowing the showing, the patient became very 
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accessible and cooperative. He readily, 
clearly and coherently responded to question- 
ing and suggestion. When asked why he 
liked the films, he responded that he enjoyed 
looking at the “pretty colors” and listening 
to Bing Crosby sing. With the aid of en- 
couragement from the psychiatrist, the pa- 
tient related information about his back- 
ground and spoke of his family’s farm with 
a new animation. He was cooperative and 
susceptible to positive psychotherapy. 


Patient E. This 26-year old patient was 
admitted to Crile General Hospital on 5 June 
1945 for further treatment of multiple second 
and third degree burns of the body. His fam- 
ily and previous personal history were nega- 
tive for psychiatric determinants. He did 
not show any mental symptoms until 16 
August 1945 when he wrote on American 
Red Cross stationery, “Please get some 
poison and kill me.” He was seen by a 
Neuropsychiatric Consultant who felt that 
the patient was having an acute episode of 
manic depressive psychosis, depressed type, 
and recommended immediate transfer to a 
Closed Ward for further observation and 
treatment. 

Mental Examination: “The patient is dis- 
figured as a result of severe burns of the 
face involving the ears as well as both hands. 
He is restless, agitated, depressed, retarded 
and self-absorbed. He ruminates a great 
deal about having lost his grip on life. He 
expresses self-accusatory ideas, ideas of fu- 
tility and hopelessness. He frequently ex- 
presses a desire to die as a means of solving 
his emotional problem. Narco-synthesis re- 
vealed ideas of self-depreciation, ideas of 
guilt and disappointment, previous episodes 
of “blue spells.” He revealed that he recently 
had a disappointed love affair which has in- 
creased his feelings of futility. He claims 
that he is befuddled and seems to be running 
away from himself. Judgment and insight 
are defective.” 

Physical, neurological and serological ex- 
aminations reveal marked deformity of the 
face, upper extremities and trunk resulting 
from second and third degree burns incurred 
as a result of enemy action. “The patient has 
received psychotherapy, narco-synthesis, and 
motion picture psychotherapy with some im- 
provement. He no longer weeps and is be- 
ginning to show more interest in himself, 
and in his surroundings. Occasionally he 
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can be seen reading and writing.” His diag- 
nosis was “Psychosis, manic depressive, de- 
pressed type.” Recommended for discharge 
to the Veterans Administration Facility. 

Notes. Following are extracts from a 
narco-synthesis with Patient E, 20 August 
1945: 

Psychiatrist: How do you feel after seeing 
these films? 

Patient: Since we’ve had these movies, 
why ... it seems to have a tremendously 
relaxing effect upon your interest. . . You 
feel much better after the music. . . Seeing 
the colors, it’s really pretty. It has an aes- 
thetic value that you just can’t duplicate 
artificially. . . It’s relaxing. You just don’t 
think about it. The color combinations are 
seemingly very good. . . Just calms your 
nerves down .. . there’s no nervousness 
whatsoever when you're listening to them... . 

Dr.: Would you say that during the time 
you saw the Auroratone films you feel about 
the same as you do now? 


Pt.: There is that same relaxation, yes. 
It’s a sort of abstract relaxation, even your 
mind sort of goes and relaxes, as if you 
don’t have a thought in the world. . . 


Dr.: What was your reaction the first time 
you saw the films? 

Pt.: Well, it’s just beautiful music. . . I 
was listening more or less to the flowing 
strains at that time, and not looking at any- 
thing in particular. . . Just looking at the 
screen. Just the flowing motion of the music 
sort of lulls you. . .” 

14 September 1945. “Prior to the showing, 
the patient appeared disturbed and agitated. 
He hunched over, pulled his hair, and sighed 
to himself. He remained this way during 
the showing. When the music ended, he 
jumped to his feet and paced the floor. He 
tore at his hair, and groaned, “Why didn’t 
you stop me? Why didn’t you stop me from 
doing what I did?” He held up his burned 
hands and exclaimed, “This is no longer 
flesh. It is decayed like earth.” When the 
psychiatrist explained that living things do 
not decay, the patient agreed, saying, “Hu- 
man beings just don’t do that.” 

The patient seemed confused. Suddenly 
he came out of his stupor and asked, “What 
got me on that track?” He said that he had 
difficulty in understanding his situation, that 
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his mind was a blank. He could read words 
but they meant nothing to him. The psy- 
chiatrist explained that the patient for some 
time had been so engrossed in thoughts con- 
cerning his appearance that all other ideas 
were completely obliterated. He appeared 
perplexed, and laughingly said, “How could 
I do such a thing? I must have concen- 
trated awfully hard.” 

19 September 1945. The patient shuffled 
into the classroom and then to his chair. He 
appeared sad and perplexed. When the 
movie commenced, his eyes focussed on the 
screen. Throughout most of the movie his 
interest was keen, he rarely took his eyes 
from the screen. On one occasion he beat 
time to the music with his feet. He hummed 
the tunes and often sang the songs. Toward 
the end the look of bewilderment had faded, 
he yawned, and appeared considerably re- 
laxed. 

21 September 1945. Prior to the showing, 
the patient appeared somewhat depressed. He 
sat with his head down and fumbled with his 
shoes. Throughout the showing, he seemed 
completely absorbed with the music and the 
color. He sang the songs along with Bing 
Crosby. He seemed to be talking to himself 
during the playing of the “Lost Chord.” At 
the close of the showing, he sat up and 
looked about the room. His countenance was 
no longer despondent. During the group 
discussion afterwards, he cooperated with the 
psychiatrist, answering questions freely. As 
he left the room he did not drag his feet. 

27 September 1945. Prior to the showing, 
the patient appeared somewhat depressed. 
During the showing he seemed absorbed in 
the music and the color. He beat out the 
rhythm with his foot and sang the songs. 
At the close of the showing the patient was 
accessible. He answered the questions of 
the psychiatrist but he seemed perplexed. He 
would frown, pull his hair, and pace the floor. 
He stated that each time he saw the film he 
got more from it and that he was more 
relaxed. 


Patient F. This 35-year old patient was 
admitted to Crile General Hospital with an 
overseas diagnosis of “Psychosis, unclassi- 
fied, for further hospitalization, treatment and 
disposition,” on 1 July 1945. His family 
and previous personal history were negative 
for psychiatric determinants. 

Mental Examination: “The patient ap- 
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pears confused, markedly retarded, tearful 
and depressed. He is manneristic. He 
wrings his hands constantly. He mumbles 
to himself. He remains restless most of the 
time. He stands or wanders about the ward 
rather aimlessly and bewildered. His speech 
is usually clear and coherent, but highly 
colored with ideas of guilt, self accusations, 
and a desire to be dead. Under narco-syn- 
thesis he revealed a profound mother fixa- 
tion with abnormal drives. He states that 
his mother would be happier if he had been 
killed overseas. At times he refuses food as 
a form of self denial. His sensorium is un- 
impaired. His judgment and insight are 
defective.” 

Physical, neurological and laboratory ex- 
aminations were essentially negative. 

His diagnosis was “Psychosis, manic de- 
pressive, depressed phase.” He was recom- 
mended for discharge to the Veterans Ad- 
ministration Facility. 

Notes. 18 August 1945. The patient wept 
during the showing. He became very re- 
laxed. 

21 August 1945. The patient was in- 
tensely absorbed in the films. He wept dur- 
ing the showing. 

14 September 1945. When taken to the 
projection room, the patient was talking in- 
audibly, was constantly fidgeting and in gen- 
eral appeared markedly confused. During 
the showing he continued to appear agitated 
and preoccupied. He showed accessibility by 
weeping during films of a religious nature. 
For short intervals he became deeply ab- 
sorbed by the films. After the showing he 
appeared less confused and paid noticeable 
attention to the group discussion that fol- 
lowed. When questioned about his thoughts, 
he replied, “I want to make a decision but I 
can’t.” He stated that he was confused by 
human reactions. At the same time he seemed 
to be making an attempt to grasp the directed 
insight provided by the psychiatrist. 

24 September 1945. “Following an electro- 
shock treatment the patient was taken to the 
showing. Immediately before the showing 
he appeared agitated, but considerably less 
than on previous occasions. There was 
fidgeting and wringing of hands, the facial 
expression was tense. He talked to himself 
and repeatedly nodded his head. 

When the film started, he became com- 
pletely relaxed and absorbed in the showing. 
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He smiled, nodded his head and said, “It’s 
better, it’s better, I like it!” During the 
playing of the “Lost Chord,” one of the 
blackout curtains fell down. Although this 
was a strong distraction, the patient remained 
completely attentive to the showing. As the 
film progressed, however, he began to get 
restless and by the time of completion, he 
had reached a stage of agitation. He ap- 
peared tense, irritable, wrung his hands and 
bit his fingernails. At the completion of the 
showing, he relaxed slightly. When told to 
leave, he rose impulsively from his chair and 
quickly walked out of the room.” 


DIscussION 


In normal persons, associations are 
established between past experiences 
and present perceptions, forming the 
basis for normal behavior and thinking. 
In the psychotic, however, there seems 
to be a tremendous overflow of uncon- 
scious or amnesic ideations with loss of 
selectivity for the appropriate in rela- 
tion to reality and unreality. The de- 
pressed patients observed in this study 
could be characterized as dynamically 
oblivious to normal stimulation, living 
in a world filled with their own pre- 
occupations. Their responses and re- 
actions were the result of loss of selec- 
tivity for appropriate responses. When 
they were exposed to Auroratone films, 
two avenues of approach were opened 
into their inner life, by means of audi- 
tory and visual channels. Such patients 
reacted to things about them in a mor- 
bid fashion, as though looking through 
dark-colored glasses. They were acces- 
sible to sadness. It was possible by ap- 
pealing to their depressed mood to estab- 
lish rapport on that mood level. It was 
also possible to set up new association 
patterns in these patients, once they were 
accessible. Having become accessible, 
they could ventilate their pent-up ten- 
sions resulting from conflicts and frus- 
trations which were the causes of their 
abnormal ideations and behavior. 
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Thus, by being exposed to the slow, 
soft, mildly sad music, and to the slow- 
moving, richly colored blending patterns 
in Auroratone films, it was possible to 
appeal to the depressed mood of these 
patients. Once they had become acces- 
sible, emotional catharsis took place. 
This led to greater susceptibility to sug- 
gestive therapy. In this condition, new 
and more desirable concepts could be 
introduced and selectivity for the ap- 
propriate could be developed in order to 
speed the patient’s rehabilitation(!). 


SUMMARY AND CONCLUSIONS 


The general aims of this investiga- 
tion were to observe the effects of Auro- 
ratone films on patients with psychotic 
depressions in an Army General Hos- 
pital, to explore the dynamics underly- 
ing the observed behavior, and to use 
these films for purposes of psychother- 
apy. Among the limitations of this 
study were the small number of patients 
included, the relatively short period of 
time for the investigation, the limited 
number of films available. The presen- 
tation of the films was not compared 
with other methods of treatment, but 
was used as another means of treatment. 


The Auroratone films used were six 
selections in which abstract color pat- 
terns were blended in synchronization 
with slow sedative and mildly sad music. 
Observation revealed that these patients 
were intensely absorbed in the films, that 
their span of attention to the films was 
appreciably lengthened after exposure 
to the films. Weeping and sobbing was 
observed in some patients. Many pa- 
tients became more accessible to indi- 
vidual and group psychotherapy imme- 
diately following exposure to these films. 

A brief outline of the psychodynamics 
of the effect of these films on these pa- 
tients suggests that the nature of the 
visual and auditory stimulation in these 
films appeals to the depressed mood 
levels of the patients. Repeated ex- 
posures to Auroratone films rendered 
them more accessible to positive psy- 
chotherapy. 
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A PRACTICAL PROGRAM OF IN-SERVICE TRAINING FOR 
MILITARY CLINICAL PSYCHOLOGISTS 


JULES D. HOLZBERG, IST LT., MAC 
Psychology Section, Neuropsychiatric Service, Mason General Hospital, Brentwood, New York 


The problem of numbers and profes- 
sional adequacy of clinical psychologists 
has been in the forefront of problems 
confronting clinical psychology at Ma- 
son General Hospital, the Army’s 
largest neuropsychiatric hospital. This 
problem has not been unique for this 
installation, but has been typical for the 
profession throughout the Army(3). 
Out of a total of 27 psychologists as- 
signed for duty at this hospital, only 
five could be considered fully trained 
clinical psychologists. Psychologists 
were selected for duty with the Psychol- 
ogy Section on the basis of some aca- 
demic work in psychology and/or pre- 
vious psychological experience, which 
was not necessarily of a clinical nature. 
There was, therefore, wide divergence 
of background and skill among the psy- 
chologists and consequently, it was im- 
perative, early in the development of the 
Psychology Section, to set up a program 
of in-service training to help each of the 
psychologists to grow to his maximum 
level of performance. This paper is a 
report on the in-service training pro- 
gram set up at this hospital to cope with 
the professional problem of providing 
a sufficient number of adequately trained 
clinical psychologists. 

“On-the-job” training was stressed 
with formal, theoretical learning inte- 
grated with practical experience. It was 
accepted that theoretical training in the 
clinical field should be a significant phase 
in the training of clinical psychologists, 
_ but this had to be integrated with an 
Opportunity for sound practical experi- 
ence. The presence of an interested and 


cooperative psychiatric staff offered 
good opportunities for providing a theo- 
retical background in psychiatry, as well 
as aiding in clinically orienting the train- 
ing program. 

In planning the training program, it 
was understood that such a program 
must be specific for the particular situa- 
tion at this hospital. Although the ex- 
periences in training of other military 
and civilian organizations could serve as 
a guide, the immediate needs of clinical 
psychology in this hospital had to deter- 
mine the scope, techniques and objectives 
of the training program. Planning for 
the training program had to take into 
consideration the knowledge and skills 
each worker possessed. In addition, 
consideration had to be given to the 
problem of what knowledge and skills, 
essential to the job, could be acquired in 
a relatively short period of time. Final- 
ly, it was necessary to define what pro- 
fessional understanding and techniques 
would need to be taught so as to raise 
the learning staff to a level of function- 
ing which would be considered profes- 
sionally adequate. 

The Clinical Psychology Program. 
The setting of the training program that 
is described in this paper is the Army’s 
largest neuropsychiatric hospital, which 
at its peak had a patient capacity of ap- 
proximately 3,000. The basic functions 
of this hospital are to provide diagnoses, 
treatment and disposition to closed and 
open ward neuropsychiatric patients. 

As part of the psychologist’s con- 
tribution to the total program of the 
hospital, the Psychology Section was 
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given responsibility for the following 
functions : 


1. Clinical testing and interpretation as 
an aid to the psychiatrist in the diagnosis 
and treatment of neuropsychiatric patients. 

2. Participation in the program of edu- 
cational and vocational guidance for pa- 
tients being separated from the Army. 

3. Examination of soldiers being re- 
turned to duty and recommending the 
of assignment that would be most helpful 
in reducing the probability of a recurrent 
breakdown. 

4. Assistance to the military personnel 
officer with regard to duty personnel for 
whom there was difficulty in making a 
correct assignment or who were - 
justed on the job. 

5. Research involving the polling of 
patient attitudes, analysis of test data, de- 
velopment of new testing techniques, etc. 

6. Teaching clinical psychology to medi- 
cal officers and nurses attending the School 


of Military Neuropsychiatry and the 
School Military Neuropsychiatric 
Nursing. 


7. In collaboration with social workers, 
development of a group therapy program 
directed at helping patients understand 
their emotional problems as they relate to 
their adjustment to the hospital and to 
civilian life. 

The skill that was required of the 
clinical psychologist in meeting the re- 
sponsibilities outlined above required in- 
tensive training in clinical psychology. 
However, as indicated previously, 
trained clinical psychologists were not 
available in large enough numbers to 
effectively carry such a program. Rather 
than attempting to reduce the range of 
the clinical psychologist’s job to the cur- 
rent capabilities of the staff, it was de- 
cided that the effort should be made to 
bring the staff up to the level of ability 
required for the fulfilment of this pro- 
fessional challenge. 

Each psychologist, upon being ac- 
cepted for duty with the Psychology 
Section, was trained to perform first in 
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the area of clinical testing which, in 
terms of man-hours, was the most im- 
portant single function of the Section. 
This emphasis on clinical testing is con- 
sistent with the job analysis performed 
by the Office of Psychological Person- 
nel(4), which indicated that psychologi- 
cal testing was second only to academic 
teaching as the most important function 
of psychologists. This paper is con- 
cerned only with the training program 
which was aimed at preparing and de- 
veloping the psychologists for clinical 
testing. As each psychologist became 
integrated into the clinical testing pro- 
gram, he was given further training in 
any of the other areas of responsibility 
of the Psychology Section, depending 
on the needs of the Section, the psy- 
chologist’s desires, and his abilities and 
aptitudes. Thus, each psychologist 
tended to become a specialist in one or 
more areas of psychological activity 
after mastering the requisite funda- 
mentals. Some specialized in clinical 
testing for intellectual evaluations; 
others advanced to other levels of clini- 
cal testing such as differential diagnos- 
tic studies or personality studies. Still 
others specialized in vocational and edu- 
cational guidance or return-to-duty 
evaluations. Some became group thera- 
pists. In many cases, psychologists func- 
tioned in several of the areas described 
above. 

The administration and supervision 
of clinical psychology in this hospital 
was the responsibility of the Chief of 
the Psychology Section, who was a com- 
missioned officer with clinical psychol- 
ogy training and with civilian and mili- 
tary clinical experience. The staff of 
enlisted psychologists were profession- 
ally heterogeneous. At one extreme, 
there were well-trained and experienced 
clinicians, while at the other extreme 
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there were persons with little or no 
training or experience in clinical psy- 
chology, although all had had at least 
some courses in academic psychology. 
The task of training these individuals 
of varied backgrounds was made much 
simpler, and perhaps possible, by the 
fact that the majority of enlisted person- 
nel available for duty as psychologists 
were motivated by an appreciation of 
clinical work and were sufficiently well- 
balanced emotionally so as to assume 
the needed professional responsibility. 


THE IN-SERVICE TRAINING PROGRAM 


Basic Orientation. All new psy- 
chologists assigned to the Section were 
offered a basic orientation program in 
order to help them become acquainted 
as soon as possible with the hospital 
and their job and which consisted of a 
general orientation (to the hospital), 
a psychological orientation (to the job), 
and clinical practice. These three phases 
of the basic orientation went on con- 
currently. What follows below is an 
outline of the program indicating the 
subjects and a brief description of the 
content of each subject. It should be 
pointed out that many of the subjects 
below could have consumed more time 
than allowed, but the emphasis was on 
the teaching of those essentials needed 
to prepare the psychologist for actual 
productive practice in the briefest pos- 
sible time. 


OUTLINE OF ORIENTATION COURSE 


A. General Orientation 

1. Orientation. Description of the his- 
torical development of clinical psychology at 
this hospital and in the Army. Definition of 
the purpose and functions of the Psychology 
Section and its relationship to the Neuropsy- 
chiatric Service and the total hospital. 

2. Tour of Hospital. Visits to various 
departments with demonstration and expla- 


TRAINING 343 


nation of purpose, use, and inter-relationship 
to each other. 

3. Admission and Disposition. How and 
where patients are admitted to and discharged 
from the hospital. Where possible, actual 
observation of group of patients being ad- 
mitted and/or discharged. 

4. Structure of the Ward. Description of 
a typical hospital ward, its personnel and 
their duties. Tour is made of an open and a 
closed ward. Relationship between ward offi- 
cer, nurse, ward master, and ward attendants. 

5. Disposition Board. Visit to board 
meeting and actual observation of process of 
determining disposition for a patient. After 
visit, lecture and discussion on the types of 
discharges that can be given and the signifi- 
cance of each. 

6. Treatment Program. Philosophy of 
treatment at this hospital and various com- 
ponents of treatment program. Electrother- 
apy, hydrotherapy, individual psychotherapy, 
group psychotherapy, hypnosis, occupational 
therapy, reconditioning, etc. Where feasible, 
observation of all these forms of treatment 
was provided. 

7. Types of Psychiatric Patients. Discus- 
sion of psychiatric classification at this hos- 
pital. Difference between patients of military 
mental hospital and civilian mental hospital. 
Discussion of functional and organic psy- 
choses, psychoneuroses, psychopathic person- 
ality, mental defectives. 

8. Electroencephalography. Uses and lim- 
itations of electroencephalogram. Discussion 
and demonstration of records. Observation 
of apparatus. 

9. Role of Social Worker. Relationship 
to psychiatrist and psychologist. Areas of 
social work activity at this hospital. 

10. Red Cross Functions. Discussion of 
Red Cross services to hospital, patient, and 
family. 

11. Separation-Classification Program. 
Discussion of the process of separating the 
neuropsychiatric patient from military serv- 
ice. The psychologist’s role in the voca- 
tional counseling phase of the separation- 
classification program. 

12. Soldier's Qualification Card and Serv- 
ice Record. Purpose of these official records, 
types of data found in these records and their 
importance to the psychologist. Where rec- 
ords are kept and maintained. 

13. Psychological Forms and Office Pro- 
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cedures. Kinds of administrative forms used 
by the psychologist, how they are used and 
prepared. Discussion of various administra- 
tive procedures within the Section. 


B. Psychological Orientation 


1. Role of Psychologist. Over-all view 
of what the psychologist is responsible for 
in this hospital, i.e., clinical testing, voca- 
tional guidance, return-to-duty evaluations, 
group therapy, research, teaching, etc. 

2. Psychologist-Psychiatrist Relationship. 
Responsibility of psychologist to psychia- 
trist as the integrator of the clinical team. 
Need for integration of psychologist’s serv- 
ices with the psychiatrist to serve most effec- 
tively needs of hospital and patients. 

3. Intelligence Testing. Nature of intel- 
ligence, its manifestations and measurement. 
Discussion of various instruments with spe- 
cial emphasis on administration and scor- 
ing of the Wechsler-Bellevue and Army 
Wechsler. 

4. Testing Illiterates and Non-English. 
Problems posed by illiterates and non-Eng- 
lish in intelligence testing. Problem of valid- 
ity and representativeness. Civilian and mili- 
tary tests available for this group. 

5. Testing of Memory and Deterioration. 
Significance of memory and deterioration in 
study of psychiatric patients. Discussion of 
tests like Wechsler Memory, Shipley-Hart- 
ford Scale, etc. 

6. Personality Testing. Problems involved 
in personality measurement. Discussion of 
tests such as Bender-Gestalt, Sentence-Com- 
pletion tests, drawings of human figures, 
Minnesota Multiphasic, Cornell Service In- 
dex, etc. Introduction to projective testing. 

7. The Clinical Situation and Clinical Be- 
havior. Relationship between psychologist 
and patient. Importance of rapport. Impor- 
tance of behavioral data from the clinical 
situation in interpreting test data and in 
evaluating total patient. 

8. Psychological Diagnostic Testing. Use 
of tests and behavioral data in assisting psy- 
chiatrist in psychiatric diagnosis. Study of 
psychological signs of different pathological 
groups. Emphasis on psychologist’s role be- 
ing that of presenting to psychiatrist a hy- 
pothesis, not a definitive diagnosis. 

9. The Psychological Report. The format 
and content of the psychological report at 


this hospital. Purpose of the report, for 
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whom it is written, what should go into it, 
and what should be omitted. 

10. Reading of Reports. Reading of psy- 
chological reports, selected for their good 
teaching values. Reports cover most of the 


‘problems for which the psychologist may be 


consulted. 

11. Vocational Guidance and Return-to- 
Duiy Evaluations. Role of the psychologist 
in vocational guidance for patients to be 
separated from service and in evaluating men 
for return to duty. Discussion of testing 
techniques, the interview, and necessary 
forms. 

12. Research Activities. Discussion of 
previous research conducted by psychologists 
at this hospital, current and contemplated 
research. 


C. Clinical Practice 


1. Observation of Clinical Testing. New 
worker assigned to a qualified psychologist 
who examined patients with new worker as 
observer. Emphasis on acquisition of tech- 
niques of administration and scoring of basic 
psychological tests in use in this hospital and 
in interpretation of results. Attention also 
devoted to writing report. Qualified psy- 
chologist demonstrated special techniques. 
Following each observation of clinical test- 
ing, both workers discussed the procedures 
and results. 

2. Testing Under Supervision. New 
worker examined patients under supervision 
of qualified psychologist. Before seeing pa- 
tient, both discussed reason for referral and 
decided upon appropriate tests to be used. 
After completion of the examination, the 
learner’s techniques were criticized and re- 
sults were evaluated. Written report was 
prepared by the learner and submitted for 
evaluation to qualified psychologists. Length 
of time required for this phase of training 
determined by previous background of learn- 
er, his progress, and the qualified psycholo- 
gist’s evaluation of him. 


Throughout the orientation program, 
reading assignments in journals, texts, 
and military publications were made. 
After the completion of the above 
courses, the new worker was prepared 
to function without the constant super- 
vision of the supervising psychologist. 
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Thus, although all of the psychologist’s 
reports would be submitted to his super- 
visor for evaluation and approval, he 
no longer would do clinical testing with 
another psychologist present. He had 
reached a new stage in his professional 
independence in that he had learned 
certain basic skills, i.e., valid adminis- 
tration and scoring of the basic psycho- 
logical tests used at this hospital and 
their interpretation at an elementary 
level, which made it possible for him to 
function as a clinical psychologist while 
still continuing with the training de- 
scribed below. 

Staff Meetings. With the wide dif- 
ferences in education, experience, and 
learning ability found among the psy- 
chological staff, it was expected that 
this would lead to wide variation in per- 
formance on the job. Although recog- 
nizing that individual differences would 
allow for differences in the job done, 
it was felt that marked variation was 
unsound if there were to be an organ- 
ized and unified program of clinical psy- 
chology in the hospital. In order to 
achieve this and to provide means of 
communicating to the staff changes in 
policy and practice, the weekly staff 
meeting was held. At this meeting, 
both administrative and professional 
matters were discussed. 

Administrative matters discussed at 
the staff meetings fell into the follow- 
ing categories: (a) announcement and 
discussion of hospital policies affecting 
clinical psychology; (b) planning and 
discussing new local practices in clinical 
psychology; (c) discussion of new di- 
rectives from the War Department, the 
Surgeon General’s office and Service 
Command relating to clinical psy- 
chology. 

The professional phase of the staff 
meetings was given over to a variety 
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of activities, some of which are de- 
scribed below: 


1. Case Presentations. Individual psy- 
chologists presented cases of teaching value 
or unusual interest. Although psychiatric 
and social history data were included in the 
discussion, the emphasis was on the under- 
standing of the patient from the point of view 
of psychological test data. Psychologists 
took turns in presenting cases in order to 
encourage professional responsibility and 
leadership. 

2. Discussion of Psychological Tests. 
Tests currently in use by the psychologists 
in the hospital were discussed to further en- 
hance their usefulness to the staff. New test- 
ing techniques were displayed and discussed 
and their use encouraged where appropriate. 
The aim at all times was to increase the use- 
fulness of psychological tests for the psycholo- 
gists in this particular setting. 

3. Lectures by Invited Speakers. Peri- 
odically, members of the hospital’s Neuro- 
psychiatric Service were invited to discuss 
problems of current interest to the psycholo- 
gists. Where possible, civilian specialists 
were also invited. Discussed were such top- 
ics as “The Role of the Psychologist in the 
Psychiatric Clinic,” “Schizophrenia and He- 
redity,” “Bender Visual Motor Gestalt Test,” 
“Organic Pathology,” “Electroencephalogra- 
phy,” “Psychopathic Personality,” etc. 

4. Discussion of Professional Develop- 
ments in Clinical Psychology. On the basis 
of published trends in developments in the 
professional field and on individual contacts 
with civilian sources made by various mem- 
bers of the staff, new job opportunities and 
trends in the field were announced and dis- 
cussed. Included were discussions of the 
Veterans Administration Clinical Psychology 
Program, the National Mental Health Bill, 
the County Mental Hygiene Clinics, etc. 

5. Reports on Proceedings of Civilian 
Professional Meetings. Where possible, as 
many psychologists as could be spared from 
duty were permitted to attend meetings held 
by professional organizations in this geo- 
graphical area. Such individuals attending 
were expected to report to the group on the 
proceedings of the conferences of such or- 
ganizations as American Orthopsychiatric 
Association, The National Committee on 
Mental Hygiene, The New York Academy of 
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Sciences, The New York Academy of Medi- 
cine, American Group Therapy Association, 
etc. 


Seminars. Concurrently with the 
weekly staff meetings, seminars of one 
to two hours per week were held from 
time to time where there was sufficient 
group interest in a particular area of 
professional thinking to warrant set- 
ting aside time for that purpose. To 
date, there have been five seminars con- 
ducted of varying duration and these are 
indicated below : 

1. Psychodynamics of Behavior. Con- 
cepts of normality and human nature; cul- 
tural determinants in personality develop- 
ment; psychodynamics of personality devel- 
opment ; psychiatric classification ; concept of 
maladjustment; psychoneuroses; psychoses; 
character disorders; mental deficiency. 

2. Rorschach Psychodiagnostics. Clinical 
application ; rationale of technique; adminis- 
tration and scoring; diagnostic findings; 
clinical practice and application under su- 
pervision. 

3. Thematic Apperception Test. Func- 
tion of tecknique; administration and scor- 
ing; rationale of technique; interpretation of 
results; diagnostic indications. 

4. Goldstein-Scheerer Tests. Definition 
of abstract and concrete behavior; testing 
for abstract and concrete behavior ; adminis- 
tration and analysis of performance on Cube 
Test, Color Form Test, and Stick Test. Con- 
sideration of application to patients at this 
hospital. 

5. Diagnostic Psychological Testing. Crit- 
ical analysis of the work of Rapaport.) 
Special emphasis on Rapaport’s work with 
the Wechsler-Bellevue; concept of scatter; 
scatter patterns; analysis of sub-tests ; scatter 
patterns of clinical groups. 


Supervisory Conferences. Each psy- 
chologist was responsible to a desig- 
nated supervisor who was a skilled clini- 
cal psychologist with good professional 
training and experience. The purpose 
of the supervisory conference was to 
assist the psychologist under supervision 
in the application of the skills and un- 
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derstanding acquired in the training pro- 
gram to the job to be done. All the 
reports written by a worker were sub- 
mitted to the supervisor for review be- 
fore being sent to the referring psy- 
chiatrist. Where the supervisor ques- 
tioned any phase of the report, it was 
discussed in conference with the worker. 
There was no designated time set aside 
for conferences, but the number of con- 
ferences would be determined by the 
degree to which the psychologist had 
become integrated into the clinical psy- 
chology program. With newer work- 
ers, these conferences were held fre- 
quently, sometimes several times a week. 
With the more experienced psycholo- 
gists, they were held less frequently, 
usually about once a week. These con- 
ferences also had the additional purpose 
of helping to clarify administrative poli- 
cies and professional practices and to 
permit the worker to raise any ques- 
tions concerning himself, the job or the 
hospital that he was concerned with. 
Perhaps more than any other phase 
of the training program, supervision 
was the process which enabled the new 
psychologist to move from the level of 
mechanical job performance involving 
little, if any, clinical insight to a level 
of performance in which clinical insight 
was vital. Thus, supervision took the 
individual’s theoretical understanding 
and his clinical experience and inte- 
grated them in such a way that the indi- 
vidual moved continually in the direc- 
tion of dynamic job performance. This 
development invariably took place con- 
currently with growth in the psycholo- 
gist’s personality integration, and expe- 
rience at this hospital indicates that the 
development of clinical insight and 
growth in personality integration were 
two aspects of the same process. 
Library Facilities. A hospital library 
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of recent journals and books in psychi- 
atry and psychology was supplemented 
by a departmental library of journals, 
books, reprints, and military publica- 
tions. Psychologists were constantly 
encouraged to make use of these library 
resources through seminars, staff meet- 
ings, and supervisory conferences. 


SUMMARY AND CONCLUSIONS 


This paper has attempted to demon- 
strate how a well-integrated psychologi- 
cal service in a neuropsychiatric hos- 
pital provided a good opportunity to 
offer an adequate in-service training 
program to its staff of psychologists 
with heterogeneous backgrounds. The 
training program served to demonstrate 
how practical and theoretical training 
for clinical psychologists could be inte- 
grated. The training program devel- 
oped in each worker an appreciation of 
a sound philosophy of clinical psycholo- 
gy as well as knowledge of skills that 
were necessary for successful perform- 
ance in this field. The success of this 
program demonstrated that persons with 
little training and experience can 
develop clinical psychological _ skills 
through an integrated training program, 
given such basic characteristics as good 
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personality integration, learning ability 
and motivation. 

The most significant result of the in- 
service training program described was 
the realistic way in which most of the 
psychologists accepted their own limita- 
tions and recognized the need for fur- 
ther professional training. It was read- 
ily accepted that the in-service training 
program could not replace formal train- 
ing. Many of the psychologists who 
have been identified with this hospital 
have taken further graduate work while 
at the hospital and plan to further their 
professional training in civilian life. It 
is probable that the training and expe- 
rience that they received will supply 
them with a frame of reference that will 
give richer meaning to formal training. 
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THE WECHSLER-BELLEVUE SCALE AS AN AID IN 
PSYCHIATRIC DIAGNOSIS 


C. H. PATTERSON, 2ND LT., MAC 
360th Station Hospital 


INTRODUCTION 


The increasing employment of psy- 
chological tests in connection with psy- 
chiatric diagnosis is evidence of the use- 
fulness of clinical tests in this area. 
Continued use of the tests, however, 
must rest upon practical demonstration 
of their value which requires that em- 
pirical checks be made on the contribu- 
tion of tests to the psychiatric diagnosis 
of mental disease. This is a somewhat 
different problem than that of the vali- 
dation of the tests. The validation of a 
test involves the determination of the 
ability of the test to discriminate be- 
tween normal and abnormal groups of 
subjects, and between various types of 
abnormalities, when clear-cut differ- 
ences among the groups exist. In other 
words, in validation studies, the inves- 
tigator selects extreme, clear-cut, “pure” 
cases of the various categories against 
which he validates the test. Now it is 
possible that a test may be able to dis- 
criminate between, let us say, an obvi- 
ous case of schizophrenia and a definite 
case of hysteria. But any psychiatrist 
can do that without the aid of the test. 
If the test is to prove of value in psy- 
chiatric diagnosis, it must be able to 
discriminate between borderline and 
normal cases, and between ambiguous 
types of abnormalities. It is just here 
that demonstration of the value of the 
test is needed. 


METHOD 


The present report is a study of the 
agreement between diagnoses based up- 
on analysis of the results of the ad- 
ministration of the Wechsler-Bellevue 


scale(5) and psychiatric diagnoses. The 
tests were not routinely administered to 
unselected subjects, but only on request 
of the ward psychiatrists. In general, 
only cases presenting diagnostic prob- 
lems to the psychiatrist, such as border- 
line or mixed cases, were tested with 
the exception of a few cases referred 
for determination of intellectual level. 
This accounts for the relatively large 
number of mentally deficient subjects 
in the group studied. The problem of 
diagnosis under these conditions is 
therefore a difficult one, and the agree- 
ment between test results and the psy- 
chiatric diagnoses might be expected to 
be less than in an unselected group of 
cases with a wide range of abnormality, 
including many relatively clear-cut 
cases. On the other hand, since the 
results of the tests were available to the 
psychiatrists in making their diagnoses, 
they undoubtedly influenced the diagno- 
ses in some if not many cases. How- 
ever, this fact is irrelevant to the present 
problem, which is a determination of 
the usefulness of the test in practical 
situations. If the psychiatrists’ diag- 
noses were influenced by the test re- 
sults, these results must therefore have 
been acceptable to the psychiatrists, and 
have been consistent with the case his- 
tory and psychiatric observation, and 
thus both valid and useful. 

All test interpretations and diagnoses 
were “blind,” i.e., the examiner had no 
information concerning the patient 
other than a brief statement of the prob- 
lem from the referring psychiatrist, and 
such information as age, education, 
occupation, etc., obtained from the pa- 
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tient. The statements of the problem 
were general in nature, often in the 
form of a question posed to the psy- 
chologist, such as: “Question of psy- 
chosis, or mental deficiency.” Diagno- 
ses were based upon observation of be- 
havior, the qualitative test performance, 
and score patterns. 

Two points should be kept in mind. 
First, the Wechsler-Bellevue as a diag- 
nostic instrument has not yet been re- 
fined sufficiently to be discriminating 
between various types of neuroses, or 
the forms of a psychosis, such as the 
four types of schizophrenia, in most 
cases. Secondly, psychiatric diagnoses 
are not invariably accurate, as instanced 
by the fact that the same patient may 
be diagnosed differently by two or more 
psychiatrists ; borderline conditions par- 
ticularly, especially in the military situa- 
tion, may be diagnosed as one or an- 
other condition for non-psychiatric 
reasons. Several of the psychiatrists 
who diagnosed the patients studied pro- 
tested against the use of the final psy- 
chiatric diagnoses as a criterion, indi- 
cating that in many cases the question 
of expediency and disposition influenced 
the diagnosis. Nevertheless, such a cri- 
terion is practical, objective, and, in the 
present study, the only available one. 
A comparison of detailed clinical symp- 
toms and syndromes revealed by test 
analysis and interpretation, with the psy- 
chiatric case material would be an in- 
vestigation well worth attention. Un- 
fortunately, this approach could not be 
used, since the patients’ charts accom- 
panied them on transfer from the hos- 
pital. 

Subjects. The subjects included in 
this study were patients in an Army 
General Hospital overseas, specializing 
in the care of closed ward psychotic 
patients. Patients were referred for 
tests to the psychologist acting as a con- 
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sultation service, by eight different ward 
psychiatrists. The tests included in this 
report are 50 consecutive examinations 
with the Wechsler-Bellevue scale, per- 
formed during a two month period at the 
end of 1945; cases of combat precipi- 
tated disorders are thus not included. 
Thirty of the tests were administered 
by the writer, and the remaining twenty 
by an assistant, with the writer checking 
the interpretation and diagnosis on 
each. 

Twenty per cent of the subjects were 
negros (N), reflecting the fact that the 
majority of patients were drawn from 
service troops. The entire group ranged 
in age from 19 through 37 years, with 
a mean of 23.4 and a standard devia- 
tion of 4.6 years; the median was 22 
years, but the mode was 19. Eighty 
per cent were 25 or under. Education 
ranged from 2 years to 14 years, with 
the mean and median at 7, and a stand- 
ard deviation of 2.8. The mode was 
at 8 years. Full scale I.Q.’s on the 
Wechsler-Bellevue ranged from 51 to 
116. The mean I.Q. was 77, with a 
standard deviation of 18.76. The me- 
dian was also 77; the mode was in the 
interval from 56 through 60, but was 
not definite, there being two lesser 
modes at higher levels. 


RESULTS 


The results of the comparison of the 
diagnoses of the psychiatrists with diag- 
noses based upon interpretation of the 
Wechsler-Bellevue scale are presented 
in tabular form, listing the patients by 
number, with the test diagnosis or diag- 
noses, and the final psychiatric diagno- 
sis. The amount of agreement is indi- 
cated in each case by the use of the let- 
ters A, P, and D, representing, respec- 
tively, perfect or close agreement, par- 
tial agreement, and disagreement. This 
classification is admittedly somewhat 
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subjective and arbitrary, and the results 
might be different if the classification 
were made by another individual. How- 
ever, in the majority of cases there is 
little difficulty in determining the 
amount of agreement, and the general 
conclusions should not be affected by 
disputed classification of a few cases. 

Complete or close agreement is found 
in 26 cases and partial agreement in an 
additional 13 cases, making a total of 
78% of the cases in which more or less 
agreement was found between diagnoses 
based upon test interpretation and the 
final psychiatric diagnoses. In 11 cases, 
or 22%, there was lack of agreement, 
or disagreement. These results are 
comparable to those reported by Rapa- 
port(4), who states that the Wechsler- 
Bellevue scale is definitely diagnostic in 
30-40% of the cases in his study, and 
in another 30-40% it is suggestive, 
while in the remaining cases it is incon- 
clusive. 

Discussion. A study of the cases in 
which there was disagreement or only 
partial agreement, and the comparison 
of these cases with those with corre- 
sponding diagnoses in which there was 
agreement, leads to some interesting 
considerations. Of the 11 cases in 
which there was disagreement, 5 were 
functioning on a mentally deficient level 
(cases 5, 12, 15, 21, 26) and one close 
to it (case 10). Two of these (cases 
21 and 26) were psychiatrically diag- 
nosed as mental deficiency, while test 
findings suggested schizophrenia. The 
presence of considerable intratest and 
intertest variability, with evidence of 
deterioration, and in case 26, a verbal 
1.Q. higher (by 30 points) than the per- 
formance I.Q. (the other case showed 
no difference), suggested the presence 
of more than a simple mental deficiency. 
The case of near-mental deficiency (case 
10) was similar, but diagnosed as or- 
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ganic on the test, and simple mental 
deficiency psychiatrically. 

Two other cases (numbers 12 and 
15) with psychiatric diagnoses of psy- 
chosis, showed evidence in the test (in- 
tratest and intertest scatter, deteriora- 
tion, higher verbal than performance 
I.Q.) of more than simple mental de- 
ficiency, but were diagnosed as neuro- 
ses, one with organic deterioration (case 
15). In the remaining case with mental 
deficiency (case 5), the situation was 
reversed, the test strongly suggesting 
schizophrenia, while the psychiatric di- 
agnosis was hysteria. 

Three of the cases of partial agree- 
ment scored in the mental defective 
range on the test (cases 42, 44, 50). 
All three had higher verbal than per- 
formance I.Q.’s, with evidence of de- 
terioration and considerable intratest 
and intertest variability, leading to test 
diagnoses of psychosis, with organic 
pathology also indicated. All were psy- 
chiatrically diagnosed as psychosis. 

Six cases of disagreement were diag- 
nosed as organic by the test, one being 
psychiatrically diagnosed as mental de- 
ficiency (case 10), three as psychosis 
(cases 15, 31, 41), one “no disease” 
(case 43), and one hysteria (case 24). 
Four cases of partial agreement ap- 
peared to show organic signs on the 
test (including three with mental de- 
ficiency mentioned above), while the 
psychiatric diagnosis was psychosis 
(cases 19, 42, 44, 50). 

There thus appears to be considerable 
difficulty in diagnosing patients func- 
tioning on a mentally deficient level, 
with confusion between organic condi- 
tions and mental deficiency, and more 
particularly between organic conditions 
and psychosis, especially schizophrenia. 
Many mental defectives appear to show 
organic signs which are not confirmed 


by psychiatric diagnoses (cases 2, 15, 
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Taste 1. Comparison of Wechsler Bellevue Diagnoses with Final Psychiatric Diagnoses in Fifty 


Cases 


Agree- Case 
No. 


ment 


Test Diagnosis 


Psychiatric Diagnosis 


P 


1. 


A(N)* 2. 


A 
A 


D 
P 
A 
A 
A 
D 
P 
D 
A 
A 
D 
A 
A 
A 
P 
A 
D 
A 
A 
D 


VO> U> 


Anxiety ; psychopathic personality ; psychotic 
trends 


No psychopathology; anxiety; possible or- 
ganic pathology. (Mental deficiency) 

Psychopathic personality 

Organic pathology; schizophrenia, paranoid 


Schizophrenia ; anxious 

Preschizophrenic anxiety 

Schizophrenia; anxious 

Organic (toxic) deterioration 

Psychosis, unclassified (Mental deficiency) 


. Organic pathology 


. Organic deterioration; 


Neurosis, mixed type 

Depression (Mental deficiency) 

Early schizophrenia 

Schizophrenia 

anxiety hysteria 
(Mental deficiency) 

No psychopathology ; anxiety reaction 

Psychosis, unclassified (Mental deficiency) 

Anxiety state, severe (preschizophrenic ? ) 


. Organic (toxic) confused state; schizo- 
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phrenia 

Schizophrenia (Mental deficiency) 

Schizophrenia (Mental deficiency) 

No psychopathology ; anxiety 

Schizophrenia (Mental deficiency) 

Schizoid personality; organic (focal) pa- 
thology (?) 

No psychopathology; possible organic (tox- 
ic) deterioration (Mental deficiency) 

Schizophrenia; depression (Mental defi- 
ciency) 

Schizophrenia (Mental deficiency) 

Psychopathic personality 


Neurosis, anxiety (preschizophrenic?) 


Organic pathology; psychosis; anxiety 

Organic pathology; psychopathic personality 

Anxiety state, prepsychotic; schizophrenia, 
paranoid 


Possible neurosis, or 

Schizophrenia (Mental 

Neurosis, anxiety 

Early schizophrenia 

Psychosis, organic pathology (Mental defi- 
ciency) 


Schizophrenia, unqualified 
No disease 


Psychopathic personality 

Psychosis with disease of the brain. 
(Initial diagnosis: schizophrenia, 
paranoid) 

Hysteria, severe 

Simple adult maladjustment (Initial 
diagnosis: schizophrenia) 

Schizophrenia, unqualified 

Alcoholism, acute 

Psychosis, undiagnosed; acute alco- 
holism 

Mental deficiency 

Situational reaction, severe 

Schizophrenia, unqualified 

Schizophrenia, unqualified 

Schizophrenia, paranoid 

Psychosis, undiagnosed 


Simple adult maladjustment 
Psychosis with mental deficiency 
Anxiety state, conversion hysteria, se- 


vere 
Schizophrenia, unqualified 


Schizophrenia with mental deficiency 
Mental deficiency 

No disease found 

Schizophrenia, unqualified 

Hysteria 


Alcoholism 


Mental deficiency (Initial diagnosis: 
schizophrenia) 

Psychosis with mental deficiency 

Psychosis with psychopathic person- 
ality 

No disease (Initial diagnosis: psy- 
chosis) 

Encephalopathy 

Schizophrenia, unqualified 

Schizophrenia, paranoid 


No disease found 

Psychosis with mental deficiency 
Hysteria, severe 

Schizophrenia, unqualified 
Psychosis with epilepsy 


* Note: (N) refers to negroes. 


3. 
4. 
5. 
6. 
7. | 
(N) 9. 
11. 
12. 
(N) 13. 
14. 
(N) 15 | 
16. 
18. 
A (N) 
D(N) 
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Agree- Case 
ment No. Test Diagnosis Psychiatric Diagnosis 
P Psychosis ; psychopathic personality Psychopathic personality 
A Schizophrenia (Mental deficiency) Psychosis with mental deficiency 
A Organic pathology, post-traumatic; psycho- Psychosis, post-traumatic, personality 
pathic personality change 
D (N) Organic pathology Schizophrenia, simple 
Organic pathology; psychosis (Mental defi- Psychosis with mental deficiency 
ciency) 
Organic pathology (alcoholism; possible No disease found 


psychosis [?]) 


ficiency) 

A (N) Organic pathology 

A Organic pathology, post-traumatic 

A Organic pathology 

P 48. Neurosis; psychopathic personality; possible 
organic pathology 

A 49. Schizophrenia (Mental deficiency) 

P(N) 50. Schizophrenia, deteriorated; possible organic 


pathology 


Psychosis; organic pathology (Mental de- 


Schizophrenia, unqualified 


Psychosis with brain disease 

Psychosis, post-traumatic deteriorated 

Ill-defined condition of central nervous 
system 

Hysteria, severe 


Schizophrenia, unqualified 
Psychosis, undiagnosed 


42, 44,50). This of course should not 
be unexpected, since some mental de- 
ficiencies are organically determined. 
However, all of these cases showed 
higher verbal than performance I.Q.’s, 
and gave other indications of deterio- 
ration; four of them were diagnosed 
psychiatrically as psychosis, one (case 
2) as “no disease.” On the basis of the 
test three were also, in addition to or- 
ganic pathology, diagnosed as psychosis, 
one as neurosis, and one as “no psycho- 
pathology” primarily, but with possible 
organic pathology. 

The greatest confusion thus appears 
to be that between organic conditions 
(as appearing on the Wechsler) and 
psychoses. It will be seen from the 
analysis above that a total of seven cases 
(numbers 15, 19, 31, 41, 42, 44, 50) 
appeared to show organic signs on the 
Wechsler but were psychiatrically diag- 
nosed as psychoses. The impairment 
of abstract behavior, indicated on the 
Wechsler by poor visual-motor synthe- 
sis and coordination, occurs in schizo- 
phrenia, and may be mistaken for the 


organic syndrome, particularly in pa- 
tients functioning on a mentally defec- 
tive level. This similarity in the im- 
pairment of abstract thinking between 
organic pathology and schizophrenia 
has been pointed out by Goldstein(1), 
and by Kelley(2) and Klopfer and Kel- 
ley(3) on the Rorschach. 

Review of the cases in which this con- 
fusion arose was made, together with 
those “correctly” diagnosed as organic 
(cases 4, 8, 25, 30, 37, 40, 45, 46, 47). 
The number of cases is small, and no 
invariable differential characteristics 
were observed. The following sugges- 
tive differences did appear: (1) the Ob- 
ject Assembly score tended to be higher 
than the Digit Symbol score in “true” 
organic cases; (2) Picture Arrange- 
ment tends to be higher than Picture 
Completion in “true” organic cases; 
(3) Digit Span tends to be higher in 
“true” organic pathology, than in psy- 
chosis, except possibly in post-traumatic 
cases. However, these signs are prob- 


ably not statistically reliable, and in an 
analysis of those cases with agreement 
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in the diagnosis of psychosis, the con- 
verse of these signs did not consistently 
hold up. 

Three cases of partial agreement sug- 
gest the close relationship between se- 
vere anxiety states and schizophrenia 
(cases 1, 6, 32). Two were diagnosed 
on the basis of the test as anxiety, pos- 
sibly preschizophrenic in nature, and as 
schizophrenia by the psychiatrist, while 
one (case 6) was considered preschizo- 
phrenic from the test results but diag- 
nosed as simple adult maladjustment by 
the psychiatrist. Reference to the test 
scores indicates that of the 2 cases with 
the psychiatric diagnosis of schizo- 
phrenia, one showed a Comprehension 
score lower than Information, and the 
other an extremely low Picture Comple- 
tion score, while the case diagnosed as 
simple adult maladjustment, while show- 
ing a Comprehension score lower than 
Information or Vocabulary, and a low 
Similarities score, had a high Picture 
Completion score. All the cases psy- 
chiatrically diagnosed as “no disease” 
or simple adult maladjustment showed 
high Picture Completion scores; four 
out of five with the psychiatric diagnosis 
of neurosis showed no impairment, 
while one showed considerable impair- 
ment, this being a patient diagnosed as 
schizophrenia, on the test (case 5). 
Thus, although as indicated above, pa- 
tients diagnosed as schizophrenia, or 
psychosis, do not invariably show a low 
Picture Completion score, those patients 
who do have a low score on this test, 
particularly lower than Picture Arrange- 
ment, are more likely to be psychotic 
than either neurotic or organic. 

Cases 1, 28, 31, and 38 suggest that 
there is sometimes a close relationship 
between psychopathic personality and 
psychosis, all cases showing a diagnosis 
of psychopathic personality and psycho- 
sis on either the test or the psychiatric 
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diagnosis. Other cases of partial agree- 
ment were checked. Case 38 showed 
considerable psychotic behavior on the 
test, including a scatter of scores from 
0 to 12. Case 28 gave no indication of 
psychosis on the test. Case 35 showed 
neurotic anxiety in his behavior and 
performance, with a pattern consistent, 
in retrospect, with hysteria. Case 48, 
on the other hand, shows no evidence of 
hysteria on the test, but appeared to be 
an obsessive-compulsive neurotic. Cases 
11 and 33 appeared to show impairment 
of certain functions of a neurotic nature, 
though the line between maladjustment 
and neurosis is not of course clear. 


SUMMARY 


The agreement between diagnoses 
based upon the Wechsler-Bellevue scale 
and the final psychiatric diagnoses of 
the psychiatrists for 50 consecutively 
examined patients in a psychiatric Army 
General Hospital was determined. Con- 
siderable agreement (78% good and 
partial agreement) was found, and those 
cases showing disagreement or partial 
agreement were analyzed. It is con- 
cluded that, in practical situations, the 
Wechsler-Bellevue scale can be of con- 
siderable assistance to the psychiatrist 
in reaching a diagnosis in borderline 
and mixed cases of mental disease. 
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DETECTION OF ANXIETY BY USE OF THE 
WECHSLER SCALE 


LT. HAROLD A. RASHKIS, M.A.C. and 


LT. GEORGE S. WELSH, M.A.C. 


Bushnell General Hospital 


INTRODUCTION 


Application of the principle of psy- 
chometric patterning to the Wechsler- 
Bellevue Intelligence Scale(3) has been 
fruitful as an aid to differential diag- 
nosis in many areas of psychopathol- 
ogy. Recently Lewinski(1), in an at- 
tempt to apply this technique, found no 
consistent psychometric pattern in anx- 
iety neurosis. He notes briefly, how- 
ever, that certain qualitative aspects of 
the patient’s behavior in the testing 
situation are of clinical value in identi- 
fying features of anxiety. 


PURPOSE 


The present investigation is an at- 
tempt to objectify the various clinical 
signs which are interpreted by clinical 
psychologists as betraying the presence 
of anxiety in their subjects. The pres- 
ent authors are well aware that in their 
own experience, and presumably in the 
experience of other clinical psycholo- 
gists, psychometric reports on the re- 
sults of testing with the Wechsler scale 
are found to include such phrases as: 
“considerable anxiety was manifested 
by the subject,” or, “features of anxiety 
were evoked in the test situation.” 
While such phrases may represent ac- 
curate “impressions” of the subject’s 
mental status, all too frequently it is 
found that the tester is unable to cite 
objective evidence for his conclusion. 

It is obvious that nearly everyone 
will show some anxiety in an unfamil- 
iar situation such as during the admin- 
istration of a test with the exception 
of such special groups as catatonic 


schizophrenes, or patients with frontal 
lobotomies. The problem of the psy- 
choclinician is to determine the con- 
tributory role of anxiety in the total 
personality picture. Other clinical 
tools, such as Rorschach’s test, use cer- 
tain objective signs to determine the 
presence of such features as anxiety, 
and it may be of some value to objectify 
similar signs on the Wechsler scale. 


PROCEDURE 


Forty-five Wechsler records were ob- 
tained from neuropsychiatric patients. 
The final diagnosis in fifteen of these 
cases was anxiety state. Fifteen cases 
had other diagnoses with anxiety as a 
prominent feature. In the remaining 
fifteen anxiety was not a significant part 
of the clinical picture. In all forty- 
five cases there was essential agreement 
between the psychometric evaluation 
and the psychiatric impression and diag- 
nosis. 

The test records and reports of the 
thirty cases evidencing anxiety were 
then studied to determine the signs on 
which the examiner had based his ob- 
servation of anxiety in each case. These 
signs, and a brief description of each, 
are as follows: 

&1. Temporary Inefficiency’ on Digit 
Span. The subject fails a shorter series 
but passes a longer series. 

2. TI. on Information. (a) The sub- 
ject appears to know the answer, but is 
unable to recall it when asked. He uses 
such phrases as: “I know it, but I can’t 
think of it now,” “I have it on the tip of 


1. Hereinafter referred to as T.I. Cf. Rap- 
aport®). 
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my tongue,” etc. (b) An incorrect an- 
swer is given, but is immediately recog- 
nized and corrected by the subject, as: 
“Twelve weeks make a year,” “Four pints 
in a quart,” etc. 

3. TJ. on Block Design. .(a) Simple 
errors in the placing of one or two blocks 
in the more difficult designs. The error is 
usually in the lower right hand corner of 
the pattern. (b) Loss of time due to 
failure to begin immediately, stopping 
temporarily during the course of the solu- 
tion, or fumbling in turning up the proper 
face of the block and fitting it into the de- 
sign. (See also Compensatory Psycho- 
motor Activity.) 

4. TI. on Arthmetic. (a) Failing 
easier and passing more difficult prob- 
lems. (b) The proper mathematical 
principle is used but miscalculation oc- 
curs and is later corrected. (c) The cor- 
rect response is given, but the time limit 
is exceeded. 

5. TI. on Object Assembly. (a) Posi- 
tion of fingers interchanged. (b) Loss 
of time due to a failure to begin imme- 
diately, stopping temporarily during the 
course of the solution, or fumbling with 
the pieces. 

6. TJ. on Picture Completion. (a) 
Indecision resulting from seeing too many 
possibilities. (b) Failing on easier items 
and passing more difficult. 

7. TI. on Picture Arrangement. (a) 
Reversals. (b) Minor errors in sequence, 
later corrected, but resulting in loss of 
time and time credits. (c) Exceedingly 
slow response. 

8. Apprehension. (a) Continual ques- 
tioning of the examiner as to the purpose 
of the test. (b) Expressions of inade- 
quacy. (c) Excessive concern as to the 
correctness of a response. (d) Insistence 
on knowing the correct response after an 
admitted failure. 

9. Compensatory Psychomotor Activ- 
ity. Fidgeting, squirming and shifting 
the position in the chair, gum chewing, 
laughing, whistling, making vague ex- 
clamatory noises, toying with the test ma- 
terials, drumming on the table, tapping 
the foot, etc. (to be distinguished by the 
examiner from or hypomanic 
behavior ). 
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10. Distractability. (a) Undue atten- 
tion to stimuli external to the test situa- 
tion, or to irrelevant stimuli within the 
test situation. (b) Fluctuation of inter- 
est and attentivity. 

11. Somatic Complaints. Subject at- 
tributes failures in performance to head- 
aches, blurred vision, tremors, etc. (such 
complaints, of course, must be inter- 
preted in the light of physical findings). 

12. Physical Signs. Flushing, sweat- 
ing, and other vasomotor phenomena, 
trembling, tenseness, etc. (without known 


organic basis). 
RESULTS 


The frequency with which the listed 
signs were exhibited in the various test 
records is shown in Table 1. The in- 
cidence of these signs in the three diag- 
nostic groupings presents a definite 
differential trend. However, the sam- 
ples are small, and none of the critical 
ratios is decisively significant. A CR 
of 1.52 (93 chances in 100) was ob- 
tained between the anxiety states and 
the group in which anxiety was not a 
prominent feature. 

Tentative norms based on the num- 
ber of signs appearing in a test record 
are as follows: 

5-6 signs: probably anxiety state. 

2-4 signs: anxiety probably contributory. 

0-1 signs: anxiety probably not a signifi- 

cant feature. 


The signs which appear to indicate 
most effectively the presence of anxiety 
are: Apprehension, T.I. on Block De- 
sign, Compensatory Psychomotor Ac- 
tivity, and Distractability. The signs 
which appear to have the least discrimi- 
natory value are: Digit Span T.I., Ob- 
ject Assembly T.I., and Picture Com- 
pletion 

SUMMARY 


1. Thirty records obtained from the 
use of the Wechsler-Bellevue Intelli- 
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Taste 1. 
Anxiety 

Block Design T.I. ........ x 5 
Somatic Complaints ....... x x 3 
Physical Signs ...........: x ; 2 
Object Assem. T.I. ........ ig? x xX 2 

With Features of Anxiety 

Compensatory P.M.A. ..... 3 
Distractability ............. we 1 
Astthenetic x x He x x 4 
Physical Signs “a x 4 
Object Assem. T.I. ........ x xX x x a 


“Without” Anxiety 

Information T.I. .......... ‘ 2 
Block Design T.I. ......... F 
Object Assem. T.I. ........ x 8 


THEMATIC APPERCEPTION TEST 


gence Scale were examined to deter- 
mine the findings on which the ex- 
aminer had based his impression of 
anxiety appearing in the subject. 

2. Twelve signs, which are listed, 
were thought to be of value in deter- 
mining the presence of anxiety. 

3. Comparisons were made to de- 
termine the incidence of these signs in 
fifteen cases diagnosed as anxiety state, 
fifteen cases in which anxiety was a 
contributory feature, and fifteen cases 
in which anxiety did not play a promi- 
nent role. 
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4. Differential trends were noted, 
and tentative norms are offered. The 
most and least differentially effective 
signs are suggested. 
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THE USE OF PERSONAL EXPERIENCE IN THEMATIC 
APPERCEPTION TEST STORY PLOTS 


ARTHUR W. COMBS 
School of Education, Syracuse University 


INTRODUCTION 


According to the projective hypothe- 
sis, the individual must draw upon 
his Own experience in responding to 
the relatively unstructured projective 


situation. Murray(4) has pointed out 
that in such responses to the Thematic 
Apperception Test the subject may 
draw upon four major fields for his 
plots: 1. Books and movies, 2. Actual 
events occurring to friends or to family 
members, 3. Experiences in the subject’s 
own life, and 4. The subject’s conscious 
and unconscious fantasies. 

While all four of the above sources 
of fantasy material are important and 
revealing to the clinician, the degree to 
which the individual utilizes his own 
personal experience in his responses is 
particularly interesting from both a 
theoretical and a practical aspect. If 
it were possible to separate personal ex- 


perience from the other three classes 
of responses indicated above, the possi- 
bilities of such devices would be tre- 
mendously enhanced. Unfortunately, 
we have not yet reached a point where 
this is possible. Indeed, we do not 
have as yet any indication of the rela- 
tive values of the four factors involved. 
This study was designed to attack the 
problem of the extent to which the in- 
dividual utilizes personal experience in 
TAT story plots. 

For purposes of this analysis, we 
have assumed that the autobiography 
represents a valid, although selected, 
description of the individual’s experi- 
ence. It is certain that it does not in- 
clude all or even the most significant 
phases of the individual’s experience. 
It is further agreed that autobiog- 
raphies contain a varying and indeter- 
minate percentage of error due to mis- 
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interpretation of events and intentional 
or unintentional falsification of facts. 
For the purpose of this experiment, 
however, the misinterpretation or un- 
intentional falsification of facts is not 
a serious problem. For, if the indi- 
vidual reacts to his environment at all, 
it must necessarily be in terms of the 
way in which that environment affects 
him. He must react in terms of the 
meaning of that environment to him. 
If his interpretation of the facts is 
faulty and if he is unaware of his 
errors he must necessarily react in 
terms of his false assumptions. 

Other errors, such as intentional fal- 
sification, use of socially acceptable 
cliches, errors due to style and errors 
on the part of the interpreter are more 
serious, however. It is almost certain 
that these are bound to creep into any 
autobiographical materials. With 
present techniques it is necessary to ac- 
cept the fact that such errors exist, to 
interpret data allowing for this un- 
known error and to attempt to elimi- 
nate them as much as possible by care- 
ful planning and interpretation. In the 
collection of these materials from men- 
tal hygiene classes, every effort was 
expended to protect the identity of the 
writer and to create a situation as 
nearly as practicable which would be 
conducive to honesty and frankness. 
As Symonds(2) has pointed out, the 
collection of such materials from a 
class in mental hygiene, is, in itself, 
likely to foster somewhat more frank- 
ness and honesty than most other situa- 
tions. 

According to the projective hypothe- 
sis an individual can only respond 
to a projective situation in terms of his 
own experience. If this hypothesis is 
correct, the TAT stories of an indi- 


vidual should mirror his own experi- 
ence. If it is agreed that the auto- 
biography represents an approach to 
the individual’s experience, even 
though incomplete, then a comparison 
of TAT materials with autobiograph- 
ical materials should throw some light 
on the degree to which TAT stories 
utilize the writer’s own experience and 
indirectly upon the validity of the pro- 
jective hypothesis. 


COLLECTION OF DATA 


Forty-six students in two mental hy- 
giene courses at Syracuse University 
served as subjects for this experiment. 
Each student wrote a set of twenty 
stories in response to the twenty plots 
of the Thematic Apperception Test. 
In addition, each student wrote an ex- 
tended autobiography in seven assign- 
ments throughout the semester cover- 
ing the following topics: 

1. Incidents in my life having a lasting 
effect on my personality and how I think 
they have affected me. 

2. Factors in my life making for self-con- 
fidence and lack of self-confidence. 

3. My early life in my family and its ef- 
fect on me. 

4. Feelings of inferiority I have had. 

5. My earliest memories and what I would 
do with three wishes. 

6. People in my life and their effect on my 
adjustments and maladjustments. 

7. My autobiography and evaluation of 


my personality. 

For each student there was accu- 
mulated in this way two folders of ma- 
terials; TAT stories and autobiograph- 
ical data. These materials were then 
analyzed according to the method de- 
scribed in a previous article (1). Each 
TAT story and autobiographical inci- 
dent was reduced to a “thema” which 
we have defined as “the shortest pos- 
sible condensation of a story or inci- 
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dent which includes the major emphases 
on plot.” 

The problem of this experiment 
might be stated as follows: To what 
extent are the situations written about 
in TAT stories actual situations in the 
life of the writer as indicated by his 
autobiography? A situation was de- 
fined as ‘“‘an event, series of events, con- 
dition, status, or combination of cir- 
cumstances to which an individual was 
exposed.” Feelings, desires, attitudes, 
fears, etc., were disregarded except 
where they were connected with spe- 
cifically described situations which 
could be accurately discerned from the 
thema reading. We were concerned 
here with the concrete as opposed to 
the abstract or interpretative phases of 
comparison. 

Autobiographical and TAT analysis 
sheets were placed side by side and 
carefully examined with respect to the 
thema analysis. Whatever portion of 
a TAT thema could be substantiated 
by material in the autobiography was 
underlined. Unless the situation de- 
scribed could be exactly substantiated 
by material in the autobiography and 
demonstrated to the satisfaction of a 
second party, it was not classified as 
an agreement. Occasionally, situations 
described in TAT stories were the an- 
tithesis of actual situations. Since we 
were concerned with exact agreement 
only, these situations were not accepted 
as matching. If no_ substantiation 
could be found, the story was marked 
“N”; if some evidence of partial simi- 
larity was found the story was marked 
“E”; and if the entire thema could be 
substantiated in autobiography, the 
story was marked “S.” These mark- 
ings were then compiled as an indication 
of the degree to which actual situations 
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from the life of the individual as re- 
vealed in autobiography were drawn 
upon in writing his TAT stories. 

The thema comparison chosen for 
this experiment presented certain rather 
distinct advantages. These might be 
indicated as follows: 


1. By definition, the thema contained only 
the most important and significant elements 
in either the story or autobiographical inci- 
dent, thus reducing the material to its most 
succinct and pregnant aspect. 

2. By the use of the thema for compari- 
son, the problem of weighting was facilitated 
and it became possible to express agreement 
with respect to an entire story and yet be as- 
sured that when a rating of partial agree- 
ment was indicated that rating meant an im- 
portant rather than an obscure agreement. 

3. Finally, this method made checking by 
a second party practicable and made possible 
an easy “yes” or “no” analysis. Difficulties 
of judgment were thus obviated. 


VALIDITY OF COMPARISON 


Validity of analyses on three cases 


was tested by the use of a second judge. 
This judge sat with the experimenter 
and examined three sets (60 stories) 
of previously analyzed materials with 
him. The experimenter first read the 
TAT thema to the judge. He read 
next that part of the TAT thema un- 
derlined for agreement. He then read 
to the judge the parts from the auto- 
biographical thema substantiating his 
claim of agreement. No other discus- 
sion was permitted. On the conclusion 
of this reading, the judge indicated for 
that story whether he agreed or dis- 
agreed with the analysis. Agreement 
of judge and author was complete for 
all of the 60 stories. 


RESULTS AND DiIscussION 


Table 1 summarizes the results of 
the investigation. From an examina- 
tion of this table it appears that, con- 
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sidering situations only as defined here, 
approximately thirty percent of the 
TAT stories written by these indi- 
viduals contain significant materials 
drawn from their own life experience 
as revealed by autobiography. Fur- 
thermore, in a small percentage of cases 
the individual may build his plot en- 
tirely around an identical life situation. 
While this utilization of life situations 
for plot material shows wide varia- 
tions, none of these subjects divorced 
himself completely from such _re- 
sources. 

Certain cautions with respect to the 
interpretation of these results should 
be pointed out here. It is important 
to recall that these results apply only 
“to situations as we have defined them 
and that these results are strictly di- 
vorced from interpretation on the part 
of the analyst. Murray(5) has claimed 
‘usefulness for the TAT primarily for 
the revelation of motivating forces 
such as desires, fears, attitudes, etc., 
whereas this study has disregarded all 
~ factors involving reading interpreta- 
tions into the written material. Often 
this meant discarding of certain ap- 
parent agreements because of lack of 
substantiating evidence although to the 
eye of the psychologist the interpreta- 
tion seemed quite justified. 

It is interesting to observe the effect 
of the movies and the time of year upon 
these stories. While we present here 
no evidence to substantiate these ob- 
servations, it seems clear from reading 
through the stories that many plots are 
built around certain stereotyped situa- 
tions as the “eternal triangle,” “the 
leave taking,” “off to the wars,” “the 
joyous homecoming,” etc. Much local 
color is likewise injected into the stories 
that one familiar with this campus at 
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the times these stories were written 
would at once recognize. It is inter- 
esting, too, that in the group of stories 
written in the fall semester, Christmas 
is very often mentioned and stories are 
frequently built about family reunions 
at Christmas, nostalgic memories of 
early Christmases, etc. In those stories 
written in the second semester, how- 
ever, Christmas is rarely mentioned but 
many stories are devoted to winter 
sports, etc. Often stories are prac- 
tically identical with current movies or 
recognizable plots from novels. A 
great preponderance are concerned with 
social life and few at all with academic 
or classroom matters. 

An examination of our data with 
reference to the effectiveness of specific 
pictures for bringing out personal sit- 
uations in story plots is summarized in 
Table 2. 

The percent of utilization of per- 
sonal experience in TAT story writing 
varies from 58 percent in picture No. 2, 
to 5 percent in picture No. 11. It is 
interesting that with the exception of 
these two, and possibly pictures 17GF 
and 15, the remainder of the pictures 
are fairly constant in the amount of 
transferred material obtained. It 
would appear, insofar as the utilization 
of personal experience as story plots is 
concerned, that the majority of pictures 
have fairly equal appeal to the writers 
in this group. 

Picture No. 2 depicts a farm scene 
showing a man and horse in a field. 
On the right, a woman stands appar- 
ently looking off into the distance and 
leaning against a tree. In the left fore- 
ground is a young woman holding sev- 
eral books. This latter figure is the 
most prominent and clearly indicated 
of the three figures. It is probable that 
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Taste 1. Use of personal experience in TAT story plots 


Percent Range of 
Number of of Total Individual 
Stories Percents 


No evidence of story plot in autobiography...... 626 69.0% 35-90% 
Partial evidence of story plot in autobiography.. 256 28.2% 5-58% 
Story plot and life situation practically identical.. 25 28% 0-11% 


the greater amount of identification tional identification. This is hardly 
with respect to this picture is due to the surprising in view of the nature of that 
ease with which a student may identify picture. Picture No. 11 is a very 
himself with the young woman in the vague, weird scene apparently in a sort 
foreground. This agrees with Sy- of gorge, showing a rocky path over a 
monds(3) who found the best results bridge. Approaching the bridge is a 
in pictures containing characters with figure which might represent anything. 
which the subject would readily iden- On the bridge, there appears very 
tify himself because of age, culture, etc. vaguely another figure apparently in 

At the other end of the scale, picture flight. In the left foreground, a long 
No. 11 gave poorest evidence of situa- necked, web footed, lizard-like animal 


Taste 2. The per cent of forty women subjects utilising personal experience 
as revealed in autobiography in the composition of story plot responses to 
individual picture 


Rank order: 
Partial degrees of 

Picture No evidence evidence Identical use of personal 

of transfer of transfer situation experience 


60% 38% 2% 4.5 
42 53 5 1 
SGP 53 45 2 2 
76 24 0 15.5 
61 38 3 6 
ones 78 17 5 17 
58 37 5 3 
Me 60 37 3 45 
70 30 0 10 
74 26 0 13.5 
roa 95 5 0 20 
68 29 3 9 
65 35 0 7 
22 4 13.5 
17 0 18 
22 11 8 
14 0 19 
28 0 il 
24 3 12 
20 4 15.5 
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appears to be emerging from a cave. 
It will readily be seen that such a pic- 
ture is hardly likely to elicit a great 
amount of personal situational ma- 
terial. It is interesting, too, that both 
of the wood cuts in this set of pictures 
(pictures No. 17GF and 15) were at 
the bottom of the list next to No. 11 
with respect to transfer of situational 
material. 

One other “picture” deserves par- 
ticular mention. No. 16 is not actually 
a picture at all but a blank card to 
which the subject is asked to respond. 
It will be noted from Table 2 that this 
card received the highest degree of 
complete transference of material. In 
fact, some students departed from their 
custom with respect to the other pic- 
tures and frankly indicated their trans- 
fer by writing in first person. It would 
appear that the lack of any particular 
scene around which to build a story 
forced a more complete and direct de- 
pendence upon personal experience in 
constructing a plot. 

In at least one respect the TAT ap- 
pears superior to the Rorschach Ink 
Blots. From the Rorschach, it is 
claimed, it is possible to determine 
many of the emotions, drives, interests, 
and such factors with respect to a per- 
sonality. Due to the nature of the 
Rorschach materials, however, little in- 
sight is gained into the actual experi- 
ence of the individual. Thus, while it 
may be said of a subject that he suffers 
from inferiority feelings or is “neu- 
rotic,” the Rorschach is unable to sug- 
gest the origin or present function of 
such feelings or states. We have seen 
in the TAT, however, that a sizeable 
portion of the story plots is directly 
comparable to the life situation of the 
subject. It is possible for an experi- 
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enced analyst, therefore, not only to 
describe his client’s motivation and pos- 
sible emotional states, but to suggest 
some of the possible sources of these 
and their present manifestations. 

Since the majority of TAT stories 
do not seem directly related to the life 
of the individual as seen in his auto- 
biography, the question of the inter- 
pretation to be placed upon themas 
from other sources presents a very dif- 
ficult problem. Murray has claimed 
these fantasy themas as highly reveal- 
ing. He states that the very fact that 
the individual remembers a particular 
plot from story or movie is indicative 
of the special meaning of that plot for 
the individual. The presence of such 
plots makes interpretation in a strict 
relationship from plot to diagnosis a 
hazardous process and undoubtedly 
leads to error. 


CONCLUSIONS 


From the results obtained in this 
study, certain tentative conclusions 
seem warranted. 

1. That in writing TAT stories, the 
subject seems to draw in a measurable 
degree upon his own life experience for 
at least a portion of his plot as shown 
by comparison with his autobiography. 
This finding gives support to the pri- 
mary assumption of the projective 
hypothesis that in responding to a pro- 
jective device the subject must respond 
in terms of his own experience. Inso- 
far as autobiography represents a valid 
statement of the individual’s experi- 
ence, there does seem to be real trans- 
fer of life situations. 

2. That only rarely does the plot of 
TAT stories show complete agreement 
with life experience as expressed in 
autobiography. More often the agree- 
ment is a partial agreement in which 
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the individual apparently utilizes a 
phase of his experience as a base and 
further embellishes his plot by draw- 
ing upon matter other than that he has 
described in his autobiography as hav- 
ing occurred to himself. 

3. That the majority of story plots 
in TAT responses do not show even 
partial evidence of having been taken 
from personal life situations, as re- 
vealed in autobiography. It is essen- 
tial to recall that we are speaking here 
of situational agreements as we have 
defined them and not to the affective 
or attitudinal aspects of personality 
structure. 

4. That rather wide individual 
variations appear in the degree to which 
personal life situations as revealed in 
autobiographical materials are utilized 
in TAT plot construction. These 
variations range from an almost negli- 
gible evidence of transfer to evidence 
of transfer in more than half the stories 
written. 

5. That, although most of the pic- 
tures seem to encourage roughly equal 
amounts of transfer, picture No. 2 
seems distinctly superior to the others 
for this group of subjects and picture 
No. 11 appears distinctly inferior in 
this regard. The two wood cuts, pic- 
tures 17GF and 15, also seem weak in 
encouraging this type of response. The 
superiority of picture No. 2 seems to 
substantiate Symonds’(3) finding that 
the presence of a character easily iden- 
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tifiable with the subject tends to facili- 
tate projection. 


SUMMARY 


The use of personal experience in 
TAT story plots has been examined in 
this study by comparison of TAT story 
plots with autobiographies written by 
the same people. Results indicate that 
responses to the TAT pictures rarely 
represent complete agreement with per- 
sonal experience as seen in autobiog- 
raphy, more often show partial agree- 
ment with personal experience, but 
most often show no agreement at all 
as measured by our criteria. Wide in- 
dividual differences in the degree to 
which such personal experience is util- 
ized in TAT story writing are also 
apparent. Certain TAT pictures ap- 
pear to be peculiarly strong and certain 
are peculiarly weak in eliciting such 
information. 
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NON-STRUCTURED APPROACH TO THE STUDY OF 
CHILDREN’S FEARS 


ARTHUR O. ENGLAND 
Department of Psychology, Ohio State University 


The approach to the study of fears 
has usually been in the form of “struc- 
tured” situations or conditions. Wat- 
son(6) exposed infants to certain “fear” 
producing experiences and his concept 
of “conditioning of an elemental re- 
sponse to startling stimuli” resulted. 
Jersild and Holmes(3) approached the 
study of fears in two ways depending 
upon the age of the group involved. 
Children of 24 to 71 months were ex- 
posed to different fear situations and 
the responses were observed. In the 
case of adults (17 to 35), they em- 
ployed the questionnaire method in 
which the subjects were asked to recall 
their childhood fears. Luckley(5) in 
his study on college students used the 
introspective approach. 

On analyzing the various “struc- 
tured” techniques and their results, there 
appeared to be certain fears which were 
almost always expressed, whereas cer- 
tain very specific fears were not re- 
vealed in the data or mentioned in the 
ensuing discussions. The present study 
was undertaken to ascertain if any sig- 
nificant differences would present them- 
selves in a “non-structured” approach to 
the study of fears compared to the 
“structured” approach. If an unstruc- 
tured stimulus was given to normal, re- 
tarded, institutionalized, and sex-delin- 


quent children of approximately equiva-. 


lent age groups, what type of fears 
would result and in what frequency 
would they be expressed ? 


PROCEDURE 


Three groups of children participated 
in the study as follows: 


Detroit, 
Michigan, 7B and 8B grades, with a total 
of 97 children. Average age, 11.8 years. 
This school represents a middle class sec- 
tion of the city. 

2. Martin Rhodes School, 


1. Highland Park School, 


Detroit, 
Michigan. Fifteen mentally retarded 
boys participated representing the 2nd and 
3rd school grades. Average age, 12.4 
years. 

3. House of the Good Shepherd, De- 
troit, Michigan. (Institutionalized Chil- 
dren). Group A, 15 girls not delinquent 
but products of broken homes, orphans, 
etc. Average age, 10.8 years. Group B, 
21 girls, sex-delinquents, committed by 
order of the court. Average age, 13.6 
years. 


All children were supplied with 12” 
x 18” drawing paper. For reasons of 
economy, only pencils were used in the 
drawings, thus eliminating a rather im- 
portant clinical phase of any study of 
drawings, namely, color. Any copying 
from neighbors was discouraged. Com- 
plete freedom of expression and spon- 
taneity on the other hand were encour- 
aged. The stimulus for the drawings 
was the following statement: “DRAW 
WHAT YOU FEEL ARE THE 
MOST IMPORTANT EVENTS OF 
YOUR LIFE.” No prescribed pattern 
was established for the children in the 
method of making the drawings. Some 
preferred to draw their events in carica- 
ture, others in a serious story form. 

The criteria for fear experiences em- 
ployed in this study are by necessity 
subjective; i.e., in the writer’s opinion 
certain experiences such as falling 
downstairs, being hit by an automobile, 
being bit by a snake, etc., have been 
judged as representative of fear experi- 
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Tasie 1. Percentages of total fear productions 


Group A 
Martin (Institu- 


Highland Rhodes tionalized Group B 


Park 


(Normal) 


(Re- non-de- (Sex-de- 


tarded) linquents) linquents) Totals 


Total No. of Drawings .......... 290 
Total No. of Fear Drawings ..... 88 


Per cent of Fear Drawings ...... 30.3 


15 15 21 148 
82 60 124 642 
16 33 39 176 
19.5 55.0 31.4 27.4 « 


ences. In many instances, the children 
actually drew “tears” falling on the 
cheeks of their figures, or a wide-eyed, 
open-mouth child screaming “Don’t bite 
me” to a big dog. When the children 
employed such definite expressions of 
fear to supplement their drawings, there 
was little difficulty in identifying those 
drawings as fear representations. 


RESULTS 


An analysis of fear expressions and 
a breakdown of frequencies of specific 
fears expressed are presented in Tables 
1 and 2. 
There are observable differences be- 
tween the population groups relative to 


Taste 2. Analysis of specific fears and frequency of their expression 


the percentage of “fear” drawings pre- 
sented. The mentally retarded children 
had the lowest percentage of fear draw- 
ings, whereas the Group A (Institution- 
alized non-delinquents) expressed fear 
in over 50 per cent of their drawings. 
The other two population groups were 
about the same in their percentage of 
fear drawings. What would appear to 


be highly significant is the fact that 74! 


since no mention was made to the chil- 
dren on the subject of expressing pleas- 
ant or unpleasant experiences, fears 
were considered the “most important” 


events in the subject’s lives in 27.4% uw 


of the total experiences drawn. 
Inspection of Table 2 at once reveals 


t. ils 
Type of f ience and it 3 
~ ‘ 3 
oben 35 6 9 10 60 
Sickness, operations, etc. ......... 8 2 4 9 23 
12 4 0 3 19 
Bit by dog, snake, etc. ............ 6 0 a 2 12 
Frightened by people ............. 0 0 a4 5 9 
8 0 0 1 9 
Auto accidents (child inside auto) 3 3 0 1 7 
Frightened by strange situations... 0 1 1 3 5 
Almost drowned ................. 2 0 2 1 5 


1 
1 
8 
7 q 
8 q 
1 q 
a 
9 
7 
7 
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that the fear of “falling” was expressed 
in the drawings more than any other 
fear. Further, this fear rated first in 
population groups which represented 


social, economic, intellectual and moral- 
L“istic differences. 


Sickness and opera- 
tions appeared as the second highest 
rated fear, while the fear of “spanking”’ 
rated third highest in the total popula- 
tion. The types of fear experiences 
and percentage of their expression in 
this study varies markedly from the 
majority of previous studies on types 
and potency of fears expressed. 


DIscuUSSION 


Since the method of approach to the 
problem of fears in this study was of 
a non-structured nature, it may be as- 
sumed that the number of fear experi- 
ences shown by the subjects was an 
accurate representation of true feelings. 
There appears to be little tendency upon 
the part of the children to suppress these 
fears because they represented “un- 
pleasant” experiences. Rather, it seems 
that the psychic trauma caused by the 
specific adjustment required of the in- 
dividual had such a perseverating effect 
that on the average, 27.4% of the “most 
important” events of their lives were 
composed of fear experiences or repre- 
sentations. More specific examples of 
the same concrete fear perseveration 
shown in various events of their lives 
of children were previously observed 
by the writer(1). It is difficult to at- 
tribute this high percentage of fear per- 
severation to the Freudian(2) explana- 
tion that some children are predisposed 
to fear because their sexual instinct is 
excessively or prematurely developed, 
whereas the adult would have fears be- 

,cause of an ungratified libido. 

Many writers point out that most 

fears are the result of training rather 
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than experience. The fears may arise 
from intentional or unintentional train- 
ing by parents, playmates, or others. 
Exposed to environmental situations 
where children are not only “taught” 
fears, but also the parents, playmates, 
and others still possess fears themselves, 
it is not surprising that the child ex- 
periences difficulty in advancing to a 
point of “complete comprehension and 
control of the changing situation.” 

Some limitation to this “teaching” 
theory is shown by an analysis of the 
fear drawings of the children in this 
study. In each case, the fear situation 
was a distinct, specific event, such as 


“falling from a horse,” “falling from 


a swing,” “falling from a bicycle,” etc. 
Had these fears been learned from 
others, it would appear logical to assume 
that many of the drawings would be 
vague, lack detail, or concreteness, since 
they would only represent vicarious ex- 
periences. 

Jersild and Holmes(3) have shown 
in their studies that by use of the falling 
boards, children show falling, or as they 
express it, “displacement or insecure 
footing” to be the least effective of the 
fears. In the age group range from 24 
to 71 months for 105 children, the fear 
situations arranged themselves as fol- 
lows: 


Per cent 
Situation Showing Fear 
44.2 
Loud Sounds 17.5 
Strange Persons ............ 20.2 
Being Left Alone ........... 11.5 
Falling Boards ............. 11.5 


Not only is the fear of falling least 
effective, but there is also a definite de- 
crease in its response with age increase. 
This is shown in their study by using 
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the Recall method with adults. The 
adults (303, age range from 17-35 
years) were asked to recall their child- 
hood fears in a questionnaire. In this 
- group, the fear of falling was expressed 
by only 5.17% of the subjects. Again, 
Luckley(5) demonstrated. by the intro- 
spective method, that the fear of falling 
(which was not completely isolated, 
since it was coupled with fear of high 
places) was one of the least expressed 
fears with college level subjects. The 
generalization arrived at by Jersild and 
| Holmes was that fears of infancy are 
related to concrete situations of a rather 
transitory nature, but as a person be- 
comes older, these are replaced by fears 
of an anticipatory or imaginary charac- 
ter. There was, of course, fear per- 
severation exhibited in their studies, 
which they estimated at about one-third 
of the original childhood fears. Their 
potency naturally was varied in accord- 
ance with the above stated generaliza- 
tion. 

Since the method of expressing the 
fear of falling in this study was not 
obscure, but consisted of specific “fall- 
ing” events, it would seem that this 
“high frequency” fear might be ex- 
plained in the following ways: 

1. That the fears of the age group 10 
to 14 years are still related to concrete 
situations, which may or may not be of a 
transitory nature. Since the children ex- 
pressed this type of fear most frequently 
(with no direct suggestion to express any 
fear by the experimenter), it suggests 
that this fear was not of a transitory na- 
ture and had actually great perseveration 
potency. 

2. The structured approach to the 
study of fears by the questionnaire or in- 
trospective method did not represent a 
complete evaluation of the subject’s fears. 
As it has been demonstrated so often that 
whenever the structured approach is used, 
ie., the subject stating frankly and hon- 
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estly how he feels about various situations, 
we must be on the alert constantly for 
false self-evaluation. On many of the 
personality tests, the subject will often 
answer the question in a way most favor- 
able to him. He is reluctant to commit 
himself to answers that may place a “so- 
cial stigma” upon him (from his view- 
point). At this point, we would like to 
question whether “‘socially accepted” fears 
are taught intentionally or unintentionally 
to children, and the fears with a “social 
stigma” avoided? There are instances 
where parents actually seem to get a “kick” 
out of telling about some of their fears 
in the presence of their children. How- 
ever, fears of “castration,” “sterility” and 
the like—fears with a “social stigma”— 
are seldom discussed by parents, or others, 
in the presence of children. The type of 
fears expressed on a questionnaire an- 
swered by adults may serve to illustrate 
this point. Inspection of the lists of fears 
recorded in the questionnaire studies 
clearly indicates that there is a strong re- 
luctance on the part of adults to express 
their feelings on “socially stigmatic” fears. 
Finally, then, perhaps there are many 
childhood fears that are concrete and do 
possess great perseveration value. This 
might point to the fact that imaginary 
fears may not hold the high ratings in 
adults’ lives that have been placed-upon 
them by some investigators. 


SUMMARY AND CONCLUSIONS 


1. With “non-structured” method for 
the study of fears, it has been found 
that 27.4% of the “most important” 
events in the lives of these children were 
fear experiences. 

2. All groups (normal, retarded, in- 
stitutionalized and sex-delinquents) ex- 
pressed fear of “falling” most frequent- 
ly. Sickness, operations, etc., were 
rated second highest, and spanking the 
third highest in the total population 
group. 

3. Concrete rather than imaginary 
fears were presented by this age group 
and it would seem that the psychic 
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trauma of the experience has persevera- 
5 tion value. 
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ARE “NONDIRECTIVE” TECHNIQUES SOMETIMES TOO 
DIRECTIVE? 


FRANCIS P. ROBINSON 
Ohio State University 


INTRODUCTION 


In everyday practice, counselors have 
to work with many types of problems, 
e.g., aid in the clarification of think- 
ing, aid in decision making, provide in- 
formation in curricular and vocational 
guidance, provide study skill diagnosis 
and remediation, correct language dis- 
abilities, etc. The counselor, to be effec- 
tive, must adjust his procedures to meet 
the changing needs and dynamics of 
the counseling situation. 

Because the “nondirective” counselor 
typically limits his participation to the 
acceptance and clarification of the cli- 
ent’s expressed feelings, the client usu- 
ally feels free to bring up any topic he 
wishes—hence the title ‘“nondirective 
counseling.” ‘‘Nondirective” responses 
are such that the client is led to elabo- 
rate on his feelings and attitudes on 
the topic he selects. Such an approach 
is effective in helping the client clarify 
what his problems are and is helpful in 
therapy work. But if the client, after 
discussing various problem areas, de- 
cides that he wants to work on remedy- 
ing a study skill difficulty, a continued 


use of “nondirective” techniques may 
prevent the client guiding the conference 
where he wishes. For instance, in such 
a situation a counselor response of “you 
feel that you need help in improving 
your reading rate” leads the conference 
toward a consideration of why he wants 
to improve his reading and not toward 
its actual improvement. One might 
then say that “nondirective” techniques 
direct the attention of the client to the 
feeling aspect of his problems. As a 
result, conferences tend to emphasize 
personal and emotional problems and 
the client may be prevented from taking 
up such things as study skill problems. 


ILLUSTRATIVE CASE 

The purpose of this paper, then, is 
to discuss a particular difficulty which 
sometimes occurs when “nondirective” 
techniques are rigidly used in every 
counseling situation. (It is not intended 
as an evaluation of the method in ther- 
apy situations.) An excerpt from a 
first interview with a student who has 
been in a how-to-study class for two 
weeks will illustrate the difficulty." The 
counselor is well-trained and up to this 
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point in the interview (five pages of 
transcript) has done an excellent job 
of helping the counselee to explore and 
state his problems. The excerpt begins 
where the counselee indicates that an 
adequate enough description of his prob- 
lems has been given (at least for the 
moment) and he wishes the conference 
to turn now toward handling the prob- 
lem which he considers major. He also 
indicates (see S-2) that outside help in 
diagnosis and treatment is needed. 


S-1. That’s right (Jn response to Coun- 
selor’s previous clarification statement). 
That is all I can think of. (About ten sec- 
onds pause). 

C-1. Well, it seems to me you’ve laid out 
some problems now that you might like to 
work on. 

S-2. Well, I don’t know a whole lot about 
attacking these problems, in the first place, 
study. You can put a lot of time in on 
study, I think, and still not get any place, 
if you don’t know how to do it, at least that’s 
what I’ve been told. And in post graduate 
courses I did study in high school. I studied 
pretty hard, but in the other part of high 
school, I didn’t study very hard, but while 
I was still in high school I didn’t think I 
wanted a college education and when I got 
out and worked, I decided I didn’t want to 
work the rest of my life, just laboring, if 
I didn’t have to. 

C-2. So that, in part then, college means 
the ability to get above a laboring class. 

S-3. Yeah, uh uh (Pause). I think since 
—well my parents furnish room and board, 
and that means a lot, and all of the rest of 
the help they give and if I can get that 
much, college education is worth a try. Don’t 
you think? 

C-3. Well, I think that you feel it is all 
right. 

S-4. And you're the guy who’s trying to 
figure out my problems, huh? Well, what 
do you think that some of them are? 

C-4. Well, I think you have brought out 
some of the things that you’d like to work on. 


1. For a description of the class and counselii 
situation see F. P. Robinson, “Two quarries wi 
eee stone,” J. Higher Educ., 1945, 16, 201- 
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S-5. What I want more than anything 
else is getting down to actual study that’s 
going to help me through in college. 

C-5. You say, “isn’t going to help you 
through ?” 

S-6. I say, “it is.” Actual good study, 
the right way of going about it is going to 
help me along the way more than anything 
else. 

C-6. And you feel that now some of your 
study habits are not effective habits? 

S-7. Yes,—and I don’t know, though. I 
made up that schedule of things during the 
day and I don’t waste much time. I just 
think I should—I study enough but I don’t 
get much out of my studying, when I do 
study what I should, but I think that will 
come through with a little more practice 
(Pause). You're expected to show a pretty 
good improvement in, oh spelling, oh, gen- 
eral intelligence, I guess in this course for 
a grade, aren’t you? 

C-7. And you feel that your spelling is 
down? 

S-8. Oh, it is way down (Laughs). I 
think that’s the only thing that failed me in 
the English test, and in the 400 English, why 
in that we’ve got a whole list of words you 
have to learn to spell. I don’t know of any 
other problems I’ve got. 

C-8. Well, at least, you have laid out a 
series of problems now on which you would 
like to work. Then maybe that would form 
the core of future interviews. 

S-9 (Pause). I’m not just real sure about 
these interviews. You’re supposed to find 
out my problems and how I’m getting along. 
Is that right? 


It will be noted that the counselor, 
through use of typical ‘“nondirective” 
responses, attempts to get the client to 
continue thinking about things he values 
and feels. But the client feels that his 
thinking is clarified enough; he wants 
diagnostic and remedial help. He re- 
acts aggressively to his treatment and 
tries different ways of bringing the 
counselor to deal with his choice of prob- 
lem. Thus the question at the end of 
S-3 attempts to make the counselor take 
responsibility, S-4 is overt aggression, 
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S-5 and S-6 restate the problem, the 
last part of S-7 (while a poor statement 
of what a how-to-study course is sup- 
posed to do) shows an attempt to orient 
himself to a counseling situation that 
isn’t going where he wants it to, the last 
part of S-8 tries to show the counselor 
that he has no other problems to explore 
and (by implication) shouldn’t some- 
thing be done, and finally in S-9 he 
verbalizes his confusion as to the rigidity 
of the counseling approach. Following 
this excerpt, the counselor briefly ex- 
plains the nature of the “nondirective” 
relationship and the client, after five ex- 
changes of conversation, starts closing 
the conference. 


DIscussION 


The counselor’s job in a how-to-study 
program is admittedly difficult with its 
shifts from aiding the client to explore 
and express his problems to giving him 
diagnostic and remedial aid with skills. 
The counselor here must be particularly 
sensitive to the changing picture of the 
conference. While every counselor has 
difficulty in using the best technique in 
every situation, the writer’s experience 
in supervising counselors shows that 
many “nondirective”’ counselors have 
particular difficulty with rigidity of 
method in how-to-study counseling situ- 
ations. Two explanations seem evident 
and help point out a particular pitfall 
in counseling. 

The first cause of difficulty represents 
a problem in semantics; the counselor 
feels that he is not determining the con- 
ference content but actually is. Tenets 
such as permissiveness, freedom from 
coercion or pressure and acceptance of 
the counselee, the practice of merely 
accepting or clarifying what has already 
been said, and even the label attached 
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to the method all lull the user into a 
belief that no directing is taking place. 
As pointed out above, while the client 
may talk about whatever topic he 
wishes, the counselor’s ‘‘nondirective”’ 
responses actually direct the client’s con- 
sideration only to the conscious clari- 
fication and verbalization of his prob- 
lem. The goal is a verbalized state- 
ment describing, or announcing a deci- 
sion for, the situation. But the follow 
up of this decision is not the province - 
of “nondirective” counseling. Thus a 
client may be helped to decide that he 
wants to remedy his reading disability, 
but the diagnosis and treatment of the 
disability is of no interest to the “non- 
directive” counselor. He either assumes 
that having made a decision, the client 
will take care of himself or (in the case 
of a reading disability where diagnostic 
and remedial aid must be given) will 
seek another person for help. This 
limitation of the province of the ‘“non- 
directive” approach is usually not suffi- 
ciently emphasized in training coun- 
selors. 

The second explanation is related to 
the point already made. It would seem 
efficient in the case of a reading dis- 
ability for the counselor to shift from 
the use of “nondirective” techniques, 
which led up to the decision to work, 
to the use of remedial techniques for 
the treatment of the problem. Many 
persons using “nondirective” techniques, 
however, emphasize the importance of 
a reputation of “nondirectivity” which 
they must maintain with their clients 
if they are to be effective in therapy; 
they feel that this reputation cannot be 
maintained if they use a range of tech- 
niques and handle all types of problems. 
This degree of specialization of func- 
tion is similar to the big-city division 
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between obstetricians and pediatricians. 
Straining the analogy somewhat one 
might say the “nondirective” therapist 
is widwife to a decision and the parent 
then does what he can with his brain- 
child or calls in a remedial specialist. 
Such division may lead to more effec- 
tive therapy but present-day clients may 
have difficulty realizing that such spe- 
cialization exists and they have the in- 
convenience of looking up a second spe- 
cialist when needed. And it may be 
doubted that the public is yet ready to 
accept such specialization in counselors. 
Once an individual works up his courage 
to go to a counselor, he wants the coun- 
selor to accept his necessary role with 
all aspects of the client’s problems. 
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SUMMARY 


It is commonly accepted that coun- 
selors must use a range of techniques 
to adjust to the changing requirements 
of the counseling situation. ‘Nondi- 
rective” counselors working in a how- 
to-study program, however, are found 
frequently to stick rigidly to a limited 
range of techniques. Two partial ex- 
planations have been discussed: First, 
a problem in semantics and second, the 
feeling that a particular role must be 
played. Counselors need to know the 
limitations as well as the possibilities 
of “nondirective” techniques, for rigid- 
ity in their use may cause as much re- 
sistance as the ineffective use of any 
other technique. 


DIRECTIVE PSYCHOTHERAPY: IX. PERSONALITY INTEGRA- 
TION AND SELF-REGULATION 


FREDERICK C. THORNE 
University of Vermont 


HistToricaAL INTRODUCTION 


The purpose of this study is to ex- 
plore the implications of the self-con- 
sistency theory of personality developed 
by the late Prescott Lecky(8). The 
opinions here presented represent an at- 
tempt to complete the theoretical struc- 
ture of Lecky’s approach to personality 
based on technical discussions with Mr. 
Lecky particularly during the winter of 
1938-39 when the author assisted in 
preparing a doctoral dissertation. Dur- 
ing this period Mr. Lecky was com- 
pleting the basic outlines of his theory 
and was beginning to formulate a 
comprehensive statement of its prac- 
tical implications. Unfortunately Mr. 


Lecky’s conceptions evolved in such a 
fluid state that he was never able to 
achieve a coherent statement represent- 
ing his latest views, being unwilling to 
publish them formally until he had 
satisfactorily solved certain theoretical 
points. Perhaps foremost among these 
theoretical questions was the relation 
between personality integration and 
voluntary control or self-regulation. 
Having long been dissatisfied with 
mechanistic or behavioristic interpreta- 
tions of behavior, Mr. Lecky devoted 
much time to an attempt to unify the 
vitalistic approach of Bergson with the 
clinical findings of psychoanalysis. 


Fundamental to the self-consistency 
theory are the postulates that (a) the 
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evolving value patterns of an individual 
determine the basic outlines of person- 
ality, (b) the nucleus of personality is 
the individual’s conception of himself 
which evolves constantly, (c) the nor- 
mal personality achieves integration by 
unifying attitudes and values in the 
direction of self-consistency, and (d) 
the normal individual is to some degree 
capable of voluntary self-control and 
regulation thereby avoiding mechanistic 
control by the environment and achiev- 
ing some degree of independent pur- 
posive action. These postulates were 
in such fundamental disagreement with 
the theoretical viewpoints held by his 
associates that Mr. Lecky was hard 
pressed to defend his position and 
toward the end of his life became con- 
siderably frustrated by the professional 
disrepute with which some regarded 
him. 

In the theoretical presentation which 
follows, an attempt has been made to 
develop the trends on which Mr. Lecky 
was working just prior to his death. 
Mr. Lecky had long been dissatisfied 
with stimulus-response psychology be- 
cause of its inability to deal effectively 
with the total personality in clinical 
situations. Although recognizing that 
in morbid conditions definite person- 
ality changes result from failure of 
somatic support of the psyche, the be- 
havior of the intact integrated normal 
organism displays a relatively high in- 
dependence or lack of correlation be- 
tween functions on various levels of 
psychobiological complexity; i.e., the 
normal personality displays large re- 
sources for intelligent adaptation and 
compensation as in the case of a person 
who survives overwhelming obstacles 
of environmental adversity. Mr. 
was primarily concerned with develop- 
ing a theoretical viewpoint which would 


Cc. THORNE 


exploit hidden resources for rational 
adaptation and self-regulation by assist- 
ing the individual with only a mini- 
mum of direction to resolve inconsist- 
encies in attitudes and unify positive 
resources in a concerted attack upon 
areas of maladjustment. In contrast to 
other schools of psychology which are 
nihilistic in the sense that the individual 
is regarded as the victim of various 
forms of psychic determinism or “‘fate,” 
the self-consistency theory takes the 
more positive position that every organ- 
ically-intact personality is capable of 
evaluating and modifying its own be- 
havior once it has learned to recognize 
and eradicate sources of inconsistencies 
in attitudes and values in life. One aim 
of therapy is to achieve consistent self- 
organization which produces an in- 
dividual who is internally consistent 
both in respect to society and to him- 
self. In the following presentation the 
theoretical orientation is Mr. Lecky’s 
while the trend of the argument is the 
responsibility of the present author. 


CriTIQUE OF Psycuic DETERMINISM 


Fundamental to directive psycho- 
therapy is the conception that the in- 
dividual organism is not an inevitable 
resultant of predetermined and unalter- 
able natural forces but is to some degree 
capable of independent, rational self- 
regulation. 

The validity of the concept of psychic 
determinism is a matter of theoretical 
importance in establishing a rational 
basis for directive psychotherapy. De- 
terministic doctrines of preordained, 
unalterable fate which postulate that 
individual behavior is subject to the 
vicissitudes of natural laws have ap- 
peared in many different schools of 
psychology dating back to Hobbes. 


DIRECTIVE PSYCHOTHERAPY 


Since the rebirth of interest in psycho- 
logical problems in the Renaissance, 
there has been a significant trend away 
from dualistic concepts of the mind- 
body problem as represented by the 
parallelism of Descartes to monistic 
concepts that ultimate reality is quali- 
tatively of one material sort. Scien- 
tific attempts to disprove the concepts 
of mind, soul, free will and super- 
natural phenomena in general have re- 
sulted in the doctrine of psychic de- 
terminism which states that soma and 
psyche are merely different manifesta- 
tions of the same material reality; that 
they are governed by the same biolog- 
ical laws; that mind, thought and will 
are not free but determined by psycho- 
somatic relationships and other mate- 
rialistic causal principles; and _ that 
somatic and psychic processes are both 
determined by the sum total of physio- 
chemical reactions and are thus quali- 
tatively similar. Rosanoff(16) illus- 
trates the position of the scientific psy- 
psychiatrist in his statement that the sci- 
entific viewpoint presupposes an irrevo- 
cable commitment to the concept of de- 
terminism in nature, as an article of 
faith. Similarly, Bleuler(1) states that 
man is not free to choose or dispose of 
his own free will in his actions which 
can change nothing in the events of life 
which are determined through causal 
connection. 

It is of interest to review the variety 
of determining principles which have 
been postulated by modern schools of 
psychology in attempting to establish 
materialistic explanations of behavior. 
Most of these theories seek to discover 
“deeper” actuating forces or biological 
laws to replace the objectionable con- 
cepts of “free will,” conscious volition, 
etc., in explaining conative behavior. 
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Instinct psychology. McDougall(12) may 
be taken as a typical exponent of the school 
of psychology which conceives of human 
nature as a group of instinctive tendencies 
each manifesting cognitive, affective and 
conative phases. Social behavior is thus de- 
termined by instinctive patterns over which 
the individual has little control and which 
are not appreciably modified by experience. 

Behaviorism. Early “conditioned reflex” 
psychology as represented by Pavlov(13), 
Watson(20) or Weiss(22) conceived of hu- 
man behavior as involving a complexity. of 
conditioned reactions determined by simple 
S-R causal relationships. Each individual 
behavior pattern was conceived to be the 
inevitable consequence of past experience 
which in turn was determined by predeter- 
mined patterns of environmental stimulation. 
The later development of “molar” behav- 
iorism represents the progressive extension 
to include more and more complex units and 
the elaboration of more detailed theories of 
conditioning(Cf. Hull, 6). 

Topological psychology. The attempts of 
Lewin(9) and his followers to describe the 
dynamic structure of the person and his en- 
vironment by means of the physical and 
mathematical concepts of fields of force, 
vector analysis, valences, and constellations 
of forces is another example of a psychic 
determinism which explains behavior by 
mechanistic principles over which the in- 
dividual has little or no control. 

Freudian psychoanalysis. In Freudian 
theory the principle of psychic determinism 
reaches perhaps its most complex elabora- 
tion in the conception that man is the victim 
of his Unconscious. Behavior is determined 
by “libidinous tendencies” from the Id which 
are locked in unconscious conflict with the 
reality principle of the environment as repre- 
sented by the Super-Ego. 

Nondirective psychotherapy. Accepting 
the psychoanalytic conception of the impor- 
tance of affective factors in behavior, the 
relationship therapy of Rank(14) and the 
nondirective therapy of Rogers(15) tend to 
minimize cognitive and conative factors in 
behavior by regarding the individual as the 
victim of his emotions. Therapy is primarily 
directed to facilitating expression, clarify- 
ing and accepting the affective complexes 
resulting in conflict. 

Physiological psychology. The success of 
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modern biochemistry, physiology and neu- 
rology in establishing a physical basis for 
the physiological functions of the organism 
has led to the application of these methods 
to psychopathology. Thus, there has been 
an energetic and largely unsuccessful attempt 
to correlate pathological findings in brain 
waves, blood chemistry, endocrine levels, 
etc., with specific neuropsychiatric syn- 
dromes. 


All of these various schools of psy- 
chology are characterized by the com- 
mon acceptance of the doctrine of psy- 
chic determinism ; i.e., to regard man as 
a biological organism all of whose be- 
havior is determined by natural laws 
and material principles. It is not the 
purpose of this paper to reopen the 
age-old mind-body controversy, but 
we are in agreement with Weber(21) 
that this dilemma of psychology has 
not yet been satisfactorily solved since 
the attempt to break down traditional 
mind-body dualism has always resulted 
in a dualism of some other form. 

Even though modern scientific psy- 
chology has largely ignored, and even 
denied, the existence of certain phe- 
nomena relating to what the layman 
refers to as “‘conscious volition,” “‘free 
will,” or “self-control” because it has 
been as yet unable to quantify such be- 
havior with objective methods, it is a 
matter of very real clinical importance 
in psychotherapy to determine the de- 
gree to which a person is capable of 
voluntary self-regulation.* In spite of 
the current disrepute with which these 
terms are regarded in modern psychol- 
ogy, they are deliberately included in 


1. Following Warren 9), self-control is de- 
fined as the ability to repress emotional expres- 
sion and to regulate behavior appropriately in 
social situations; volition is defined as the act 
of deciding upon a course of action and initiating 
it. Wéill power (a less desirable term because 
of its confused historical connotations) is used 
by the layman to designate power coupled with 
desire or intention. 
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this paper because of the practical sig- 
nificance of the behavior to which they 
refer.” 

The psychological and psychiatric re- 
action against the concepts of free will 
and conscious volition may be partially 
understood as a protest against the 
theological doctrine that man is able 
to dispose of his own will and to choose 
between good and evil in his actions. 
Zilboorg(23) has traced the persecutions 
of the deranged which occurred in the 
Middle Ages following the teachings of 
Sprenger and Kraemer who asserted 
that mental disorders were evidence of 
demonic possession and that witchcraft 
must be sternly suppressed. The mod- 
ern era in psychiatry represents a re- 
action against the idea that mental 
disorder results from deliberate wrong- 
doing and that if only the person would 
use his intellect and consciously exert 
some willpower, all would be well. The 
search for material causes of mental 
disease has resulted in a much more 
complete understanding of the organic 
psychoses and certain psychosomatic 
reactions but has notably failed to ex- 
plain the functional reactions resulting 
from conflicting values in life and other 
purely psychic phenomena. Unfortu- 
nately, however, the pendulum has 
swung from the one extreme of maxi- 
mizing the influence of “free will” to 
the other extreme of denying self- 
control, conscious volition and the pos- 
sibility of rational self-regulation. 
Current theories of psychic determinism 
depict man as the helpless victim of 
libidinous tendencies, blind instincts, 
childhood conditionings, psychological 
fields of force, unconscious conflicts, 
unexpressed emotions, and physio- 


2. It is interesting that modern physics has 
no hesitation in referring to electricity and 
gravity the nature of which are unknown except 
in their manifestations. 
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chemical determinants of personality. 
Such a theoretical viewpoint tends to 
lead to therapeutic nihilism and disre- 
gards the most patent fact that people 
do possess enormous resources for in- 
telligent adaptation and self-regulation 
of conduct. The proof of this conten- 
tion lies in the fact that every experi- 
enced clinician has observed cases which 
have succeeded in maintaining healthy 
adjustment in the face of enormous 
odds of environmental adversity and 
physical incapacitation. 

A Working Hypothesis. One pur- 
pose of this paper is to outline objective 
methods of estimating the degree of 
self-control, conscious volition, and 
rational utilization of resources of 
which any person is capable. It is pos- 
tulated that the psyche is at all times 
dependent upon somatic support, and 
that any morbid somatic process or 
lesion will have symptomatic manifesta- 
tions in one of the known syndromes 
of mental disease. It is also postulated 
that the ability to exert self-control, 
conscious volition, or to utilize intel- 
lectual resources optimally is not in- 
stinctive or innate but is learned by 
training and experience. Similarly, or- 
ganic or functional disease may inhibit 
or cause regression in maturation. 
There are wide individual differences in 
the age and degree to which these fac- 
tors in personality are developed. We 
are not so much concerned with theo- 
retical discussions of the nature of these 
processes as with their objective evalua- 
tion and utilization in rational psycho- 
therapy. In the same manner as elec- 
tricity is utilized although its nature is 
unknown, constructive therapeutic use 
may be made of conscious volition and 
self-control in spite of the psychological 
controversies which have resulted in 
many psychologists denying their ex- 
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istence. Our working hypothesis is 
that individual conduct is not com- 
pletely controlled by factors of psychic 
determinism and that complete utiliza- 
tion should be made of positive per- 
sonality resources in teaching the in- 
dividual to mobilize his intellectual 
resources in an active attack upon his 
problems. Our theoretical orientation 
is that of modern psychobiology (Cf. 
Hoskins,5) which regards the higher 
intellectual faculties including con- 
sciousness as biological emergents 
which are present in their highest form 
in the most highly integrated organisms. 

Theory of Integration. In spite of 
difficulties in achieving an adequate 
definition, the concept of integration is 
basic to the understanding of person- 
ality dynamics. Psychoanalytic studies 
indicate that in the infantile period ex- 
tending approximately through the 
fifth year of life, the individual com- 
ponents of mind (i.e., oral, anal and 
genital factors; also emotions vs. intel- 
lect) remain relatively discrete and 
operate independently as separate enti- 
ties. With the maturation of the in- 
tellect and through various other 
mechanisms the individual parts become 
more closely related and lose their sin- 
gleness as they are integrated into the 
whole which is the total personality. 
MacCurdy(10), Marston(11) and others 
have emphasized that integration is 
established together with consciousness 
in the sense that the highest levels of 
integration are mediated through con- 
scious volition. It is postulated that 
integrated behavior may be observed 
at various levels of complexity in the 
organism (i.e., unconditioned reflexes, 
conditioned reflexes, conditioned reac- 
tions, habits, traits, and selves) and 
that the highest level is characterized 
by purposive, voluntary, conscious in- 
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tegration. Voluntary self-control and 
self-regulation are therefore regarded as 
the highest manifestations of integra- 
tion which may be delayed by imma- 
turity or disease. Loss of the highest 
degrees of conscious volition and in- 
tegration may be caused by organic dis- 
ease or by psychopathological processes 
resulting in regression. One of the 
objects of therapy is to effect a rein- 
tegration of the individual parts into 
a harmonious whole. 

Clinical experience is in accord with 
the concept of integration given above. 
The term insight refers in psychiatry 
to the patient’s knowledge that the 
symptoms of his illness are recognized 
as abnormalities or morbid phenomena ; 
i.e., he has integrated, consciously and 
cognitively, factors of behavior form- 
erly discrete and operating independ- 
ently. It is generally agreed that insight 
is a good prognostic indication since a 
person must recognize maladjustment 
before he can proceed toward adjust- 
ment. In clinical psychiatry it is a 
matter of great diagnostic and prog- 
nostic significance whether a patient has 
sufficient integration to behave normally 
enough to remain in the community or 
whether he is irresponsible. The basis 
of law is that men are to be held in- 
dividually responsible for their actions. 
Various degrees of responsibility are 
recognized as in premeditated vs. im- 
pulsive crime, or crime associated with 
organic disease or toxic states. 


D1acnostic METHODS 


To be effective, directive psycho- 
therapy must be related realistically to 
the client’s ability to utilize, assimilate 
or integrate the constructive attitudes 
which are suggested to him. A basic 
axiom is that only those methods will 
be effectual which the client’s person- 
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ality resources are capable of utilizing. 
Psychotic patients with severe person- 
ality disintegration are largely incapable 
of self-regulation, and directive ther- 
apy, when indicated, must be adjusted 
to the degree of comprehension and 
self-control which they are able to ex- 
ert. Patients with reasonably intact 
personality resources may be required 
or led by indirection to assume much 
higher degrees of responsibility for 
self-control through the performance 
of tasks graded to their level of integra- 
tion. 

A Diagnostic Outline. In general, 
daily activities may be objectively 
graded in rank order from tasks re- 
quiring minimal self-control for their 
execution to activities requiring a maxi- 
mum of voluntary self-control. The 
more serious the personality disorder, 
the less able is the person to execute 
even the simplest daily routines. Fig. 1 
presents an arbitrarily arranged outline 
for evaluating the degree of self-control 
habitually shown by a person. The 
data required to estimate the levels of 
self-control may be obtained from (a) 
past history, (b) direct observation 
under informal conditions, or (c) ob- 
servation of the subject while perform- 
ing standardized tasks such as the psy- 
chometric examination. This outline 
is not intended as a precision instru- 
ment since the habits and traits meas- 
ured are derived from clinical judgment 
rather than mathematical factor anal- 
ysis. A numerical scoring system has 
been deliberately omitted because unlike 
factors cannot be summated and any 
numerical total would be artificial and 
meaningless. The outline is intended 
as a guide for the therapist in evaluat- 
ing the self-regulatory ability of the 
client. It will have little value in the 
identification of aetiological factors in 
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mental disorder or in the “depth” 
analysis of personality. 

Rationale. Clinical experience indi- 
cates that disorders of self-control are 
manifested in specific patterns for each 
syndrome and for each individual case. 
In the psychoses, personality integra- 
tion is severely impaired to the degree 
where life-long habits of eating, sleep- 
ing, personal hygiene and elimination 
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are disordered as in simple schizophre- 
nia with habit deterioration. Severe 
psychoneurotics may have intact ha- 
bitual routines but are unable to exert 
effective self-regulation in more com- 
plicated behavior patterns, such as 
work, recreation or social relations 
involving higher degrees of self-con- 
trol. Immature personalities may show 
imperfect control over emotional ex- 


Fic. 1. An outline for evaluating volitional behavior and self-control. 


Frxep Datry Routines on Hasit Levet 


Grossly Irregular 
Grossly Irregular 
Completely Indifferent....... Careless 
Very Irregular 
Uncl 


Personal Toilet 
Elimination 


Periopic Routines INVOLVING SELF-REGULATION 


Never Plays 


Excessive Rest Periods 
Reactionary . . Conservative 


Irregular Undependable 


Regular Rest 
...Middle-of-the-Road ..Liberal..Radical 
Moderate 


Goes to Pieces 
Very Unstable 


Excessive Unstability 


Controt Over EMoTIONAL EXPRESSION 
Excessive. ...Uncontrolled ....Infrequently 


Only Intentionally 
Completely Controlled 
Very Stable 

Able to Compensate 


Follows Others 
Rational Planning No i 
Indecision 


INITIATING ACTION 


Follows Own Plans 
Careful Planning 
Quick, Sure Action 
Starts on Schedule 


Discouraged by Obstacles 
Follows Roads of Least Resistance 


Requires Constant Supervision 
No Effort to Improve 


Works Alone Dependably 
Constantly Improving 


REGULATION oF ConpucT 


Excessive Indulgence 


Premeditative 


Complete Control 
Morally Responsible 
Thrifty 


Sleeping, Arising ...... 
Personal Hygiene ...... 
Work Schedules ....... | I... .. Dependable..............Very Regular 
Recreation Schedules.... | Play 
Energy Mobilization .... | Neurasthenic.............. 
Reaction to Fear and 
; Reaction to Pain or 
| 
| 
..<..... | Puts Starting. 
Emergency Action ..... | Loses Head.............ccceeeeeeesseeeesees-Quick Certain Action i 
PERSEVERANCE 
Concentration .......... | Easily Concentration 
Constancy of Goals ..... secceeeeeeessss- Unchanging Goals 
| 
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pression as a consequence of inadequate 
training or emotional trauma. Char- 
acter disorders such as asocial or anti- 
social personality and other deviates 
are characterized by volitional defects 
limited to specific areas as in alcohol- 
ism. Many normal persons show bor- 
derline defects in initiating actions and 
carrying them to successful completion. 

Aetiological Studies. After the ex- 
istence of subtle defects of self-control 
has been demonstrated, standard meth- 
ods may be utilized to determine 
aetiological factors. The first step 
should be to rule out organic disease 
which may be undermining the somatic 
support of the psyche. It is therefore 
desirable for the clinical psychologist to 
secure a neuropsychiatric opinion con- 
cerning the presence of organic disease, 
particularly in the endocrine and nerv- 
ous systems. Psychotic disorders should 
be suspected in the presence of marked 
personality disintegration or failure to 
test and evaluate reality correctly in 
various spheres. Electroencephalogra- 
phy may be utilized to discover cerebral 
dysrhythmias in obscure personality 
disorders. The psychometric examina- 
tion yields valuable data concerning 
mental defect and may be used expertly 
to evaluate the total personality in 
action. Projective techniques such as 
the Rorschach test or the Thematic 
Apperception Test are valuable methods 
for objective depth analysis in explor- 
ing the configurations of personality 
as a constantly changing unitary or- 
ganism. Finally, psychoanalysis may 
be indicated in obscure disorders the 
roots of which lie in early childhood 
and which are not amenable to more 
superficial methods. 


THERAPEUTIC TECHNIQUES 


To date, experimental psychology has 
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made little progress in investigating the 
phenomena of conscious volition and 
self-control, possibly because these 
functions are related to the highest 
levels of integration in the organism 
and are not susceptible to research 
methods currently available. It is sig- 
nificant, however, that most of the 
pseudoscientific contributions of popular 
psychology relating to will-power em- 
phasize that this function can be 
strengthened by learning and training. 
Popular works on “How to Develop 
Will-Power” contain more or less 
standardized exercises intended to drill 
the person in completing tasks, making 
decisions, exerting discipline (as in 
gymnastics), learning to compete as in 
games, learning to perform disagree- 
able tasks and to settle matters quickly. 
The basic technique outlined in this 
paper involves (a) making a diagnosis 
by objective methods concerning the 
areas of personality in which self- 
control is defective, and (b) applying 
the psychology of learning in training 
the client to make decisions and carry 
them out in effective action through 
maximum utilization of intellectual 
factors in personality. 

Evaluating Personality Resources. 
In outlining a plan for rational therapy 
it is valuable to make a diagnosis con- 
cerning the amount of integration ex- 
isting in the personality as revealed by 
ability to behave, at least externally, in 
a manner at least superficially within 
the range of normality. Although the 
past history may contain factual evi- 
dence concerning the level of integra- 
tion as measured by self-control, it is 
usually necessary to make an_ inde- 
pendent diagnosis from observation of 
the client and experimentation to de- 
termine what he will actually do in 
concrete situations. The basic differ- 
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ential diagnosis is between organic and 
functional disease and it is not infre- 
quently difficult to determine whether 
lack of self-control is a reflection of an 
organic lesion or a functional disin- 
tegration usually caused by emotional 
instability. In our opinion, it is thera- 
peutically desirable to assume that the 
client can assume personal responsibility 
and exert self-control over his actions 
until it is demonstrated that he cannot. 
The scope and depth of treatment is 
therefore determined by the diagnosis 
of the degree of integration of the per- 
sonality. After a preliminary evalua- 
tion of personality, it is our practice to 
formulate a plan for treatment which is 
explained to the client in steps of graded 
complexity according to his ability to 
assimilate and integrate the new ideas 
and attitudes with existing personality 
structure. Through observation of 
daily reactions, it is possible to deter- 
mine whether the treatment should be 
more superficial or deeper, more rapid 
or slower, etc. 


Case 1. P. O., male, 26, single, high 
school graduate. Had been acting in a 
withdrawn, seclusive manner for several 
months. His family physician advised him 
to go to dances, get a girl friend and go out 
with the boys. This advice did not work 
and pt. became rapidly worse. 

Psychiatric consultation would have 
quickly elicited the fact that this man was 
frankly schizophrenic and was too sick to 
respond to exhortations to “get hold of 
yourself” and “be like the other boys.” 


Treatment by Tasks. Although 
therapeutic tasks have been utilized by 
Freud(3), Ferenczi(2), Schultz(18), 
Kronfeld(7) and others, the most com- 
prehensive system for their utilization 
has been developed by Herzberg(4). 
After carefully evaluating the patient’s 
pathogenic impulses, obstacles to satis- 
faction, predispositions, delaying fac- 
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tors and gains, Herzberg assigns a set 
of tasks appropriate to the patient’s in- 
tellectual, affective and conative status. 
The tasks are arranged in graded com- 
plexity, the patient learning to do simple 
things before attempting more complex. 
Preparatory tasks given early in treat- 
ment before the psychologist has gained 
insight into the neurotic structure 
usually have the limited objective of 
palliating symptoms and thus giving 
enough relief so that the patient is able 
to continue treatment. The major tasks 
given later in treatment may be directed 
specifically against aetiologic factors in 
the neurosis. Tasks are assigned as 
indirectly as possible, avoiding brusque 
orders or prohibitions which may 
arouse antagonism and negativism. 
Attitudes Toward Self. Patients 
who show fatalistic attitudes toward 
life have usually given up active efforts 
to improve their own status. They 
show a nihilistic attitude toward the 
effects of treatment and future adjust- 
ment which is evidenced by frequent 
use of the words “I can’t.” They are 
overwhelmed by their own inadequacy 
in the face of seemingly overwhelming 
problems to which they respond with 
emotionalism rather than attempts to 
achieve a rational solution. One of the 
objectives of directive psychotherapy is - 
to analyse the sources of attitudes of 
defeatism and to replace these negative 
attitudes with more positive ideas con- 
cerning one’s self. An attempt is made 
to reorient the client to his problems 
through a new philosophy of life. If 
the client can work out this reorienta- 
tion by himself, nondirective methods 
may suffice. Where passive methods 
prove ineffective, more directive meth- 
ods may be utilized. The following 
steps are suggested as having value in 
inducing the client to begin to exert 
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self-control and assume responsibility 
for conduct : 


1. Expressing and Clarifying Feelings. 
The client is encouraged to express his feel- 
ings toward himself and his problems. Feel- 
ings which seem realistic and appropriate 
are accepted and clarified. 

2. Objective Discussion of Unrealistic or 
Erroneous Attitudes. These attitudes may 
be explored more actively in friendly, un- 
critical discussion when the client shows 
some ability to correct errors or inconsist- 
encies by himself. 

3. Presentation of Alternative Attitudes 
or Solutions. After the client has been 
given opportunity to discuss his own solu- 
tions for problems, additional solutions or 
ideas may be suggested by the counselor to 
explore alternatives which the client had not 
thought of. 

4. Assignment of Tasks. For the purpose 
of outlining a definite plan of action, it is 
frequently desirable to assign a definite task 
for the client to work on each week. 

5. Philosophy of Life. The ultimate ob- 
jective is for the client to evolve a new and 
more satisfactory way of living in which 
problems are more realistically faced utiliz- 
ing every resource at the disposal of the 


personality. 


The orientation of Adlerian indi- 
vidual psychology provides valuable 
theoretical insight and practical thera- 
peutic applications in dealing with the 
feelings of inferiority and inadequacy 
which are almost universal. Once the 
patient learns that his problems are 
common to mankind and that compen- 
satory solutions are possible, his atti- 
tude undergoes a spontaneous change 
from helpless resignation to one of posi- 
tive adaptation and compensation. 

Case 2. T. R., female, age 26, high school 
graduate, married, one child. Came to the 
clinic because of nervous spells involving 
hysterical fugues, precordial oppression and 
gastric symptoms all relating to quarrels at 
home. Says that she finds herself constantly 
bickering and fighting with her husband 
even though she knows that these are rapidly 
leading to marital difficulties. 
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During the first interview, she quickly re- 
lated the details of an extremely unhappy 
childhood. Her father, a_ shell-shocked 
veteran of World War I, had a violent 
temper and fought constantly with her 
mother. The patient was in mortal terror 
of her father and hates him to this day, 
blaming all subsequent troubles on him. As 
a little girls, she lied to classmates trying 
to cover up home conditions. She was en- 
vious of girls who had happy homes and 
stayed overnight with them as often as pos- 
sible. Finally, she, along with her brother 
and another sister, ran away from home and 
lived with relatives. Pt. has always felt re- 
jected and alone in the world. Is overde- 
pendent upon her husband and dreads being 
away from him even though she feels im- 
pelled to quarrel with him. Eight years 
ago, she had a traumatic experience when 
she slept with her mother one night and 
woke up to find the mother dead the next 
morning. Shortly thereafter, the psycho- 
somatic symptoms listed above began to 
appear. 

She obtained immediate and permanent 
relief on relating this story for the first time 
to the psychologist who commented that 
other people had similar difficulties and that 
known methods of solution were available. 
Her expressions of hostility against her 
father were recognized and accepted as 
natural in such a situation. One or two 
leading questions directed her attention to 
certain causal sequences between traumatic 
experiences and psychosomatic symptoms. 
Although anxious and somewhat depressed 
at the beginning of the interview, she left 
with the beginnings of entirely new attitudes 
toward herself. Treatment was continued 
successfully with other methods reported in 
this paper. 


Dealing with Rationalizations. Many 
clients, and particularly those whose 
superficial contacts with psychology 
have acquainted them with deter- 
ministic concepts, have evolved com- 
plex systems of rationalizations to 
explain their disabilities and inade- 
quacies. It is very easy to disclaim 
personal responsibility for conduct by 
blaming poor heredity, underprivileged 
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early environment, glandular unbalance 
or some other plausible factor in ration- 
alization for errors of omission or com- 
mission. One of the first steps in 
therapy must be to explore the client’s 
attitudes towards the reasons for his 
disability and to endeavor to correct 
rationalizations based on misinforma- 
tion or wish-fulfilling thinking. The 
handling of each individual case will be 
determined by the specific personality 
resources and integrative powers shown 
by the client. With intelligent, well in- 
tegrated clients it may be sufficient to 
present new information or to outline 
methods for resolving the problem 
situation. Patients who are more 
seriously ill may require a long gradual 
process of treatment in which it may be 
necessary to actively assist them in han- 
dling difficult problems. 


Case 3. Within a period of three months, 
two brothers each visited the clinic request- 
ing that their wives receive a mental exami- 
nation to determine whether they should 
be committed to a sanitarium for treatment. 
Both brothers presented long lists of com- 
plaints alleging that their wives were men- 
tally incompetent, losing their grip on things 
and progressively unstable emotionally. 

Interviews with the wives failed to elicit 
any evidence of mental disorder although 
both women had little self-confidence and 
low morale because of their inability to live 
up to the extremely high standards of effi- 
ciency required by their husbands who were 
both dynamic individuals with domineering 
personalities. Both wives also had a long 
list of complaints relating to brutal inhuman 
treatment from their husbands. 

The first step in treatment consisted in 
substituting the husbands for the wives as 
patients. Complex rationalizations were 
patiently analyzed through directive ques- 
tioning which forced both husbands to take 
stock of themselves. Both men gradually 
became more tolerant and developed insight 
into the sequence of events which precipi- 
tated emotional instability in their wives. 
Both parties have dropped plans for divorce. 


381 


Treatment in this case was rendered more 
difficult by the fact that both brothers were 
professional men in a field allied to medicine 
and it was necessary to uncover a wide 
variety of pseudo-scientific beliefs and mis- 
information which they had collected. 


Training in Self-control. Sadler(17) 
is foremost among modern American 
psychiatrists in his emphasis on train- 
ing in self-denial and self-discipline as 
a basic essential for mental health and 
the highest degrees of personality in- 
tegration. He states that “much harm 
is done by the teaching that deter- 
minism, and not free-will, rules life” 
(p. 696). Among the methods listed 
by Sadler for developing self-control 
and discipline are: 

1. Forming the habit of completing each 
task which is started. 

2. Telling the truth on all occasions. 

3. Choosing goals and planning for their 
accomplishment. 

4. Practice deciding things rapidly. 

5. Participating in games and athletic 
competitions. 

6. Deliberately avoiding potent causes of 
trouble. 


7. Learning to save regularly. 
8. Adhering to a regular, healthy routine 
of habits. 


A common symptom in all forms of 
mental disorder is a progressive loss of 
morale associated with attitudes of de- 
featism and despair. Badly frightened 
by a new experience which they do not 
understand, many patients relax their 
inhibitions and enter a period of habit 
deterioration and uncontrolled emo- 
tionalism which complicates diagnosis 
and treatment. One of the first essen- 
tials of therapy is to gradually rebuild 
normal habits of living and self-control. 
This may be achieved by assigning 
tasks of increasing complexity at what- 


3. Self-denial is defined by Warren(9) as 
the attitude of refusing to satisfy one’s own 
wants, desires or ambitions. 
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ever rate the patient is capable of achiev- 
ing. This method of treatment may or 
may not be directed at the basic aetio- 
logical factors but operates to get the 
patient back into normal routines of 
living. 


Case 4. K. L., male, age 22, college senior, 
single. Came in an acute anxiety state one 
week before final examinations. At first at- 
tempted to put over a complex rationaliza- 
tion that he had a queer nervous disorder 
with obscure symptoms which kept him 
from studying and sleeping nights. Finally 
confessed that he was faced by an acute 
dilemma. Although formerly an honor stu- 
dent, he confessed that in his last semester 
he had spent so much time in extracurricular 
activities that he had not bothered to attend 
classes, was badly overcut and had done no 
studying. Although knowing that he would 
not graduate, he had invited his parents 
and fiancée to commencement and concealed 
from them his true status. During this 
initial interview, little more was done than 
to listen passively to his story. 

At the second interview ‘two days after 
commencement, K. L. revealed that he had 
marched in the graduation procession, ac- 
cepted a diploma (because of the large class, 
diplomas were handed out at random and 
exchanged for the correct one later), and 
continued to deceive his relatives concerning 
his graduation. His anxiety was even 
greater than previously and he was impul- 
sively considering leaving for the far west 
to secure a position as seaman on the Pacific 
coast. 

As a beginning for active treatment, he 
was given the task of confessing the truth 
both to his friends and the college authori- 
ties. This action was accompanied by an 
interpretation by the psychologist to both 
the parents and the dean clarifying certain 
obscure motivations. A second task was 
assigned of picking up his studies where he 
had left off and completing his course 
legitimately. These and other plans were 
not imposed as directives by the psychologist 
but were accomplished by maneuvering 
K. L. to the point where he outlined them 
for himself. Subsequent treatment was 
oriented toward a more complete self- 
understanding. 
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In many cases where a patient is 
approaching the borderline of requiring 
institutionalization or other drastic ac- 
tion, the accomplishment of carefully 
planned tasks is sufficient to make pos- 
sible at least a superficial adjustment 
on an out-patient basis until such time 
as depth therapy may become effective. 
The patient temporarily submits to ex- 
ternal regulation until such time as the 
resolution of the most pressing prob- 
lems produces enough relief for him 


to assume independent self-regulation 


again. 
A more rational orientation to the 


problem of self-control and regulation 
is achieved if we substitute the concept 
of “free thinking” for that of “free 
will.”* Through creative thought and 
imagination, Man is capable of tran- 
scending the purely physical limitations 
of his environment. Self-denial and 
self-discipline may be reevaluated in 
terms of a potentially rational organism 
which can be taught to think out inde- 
pendent and creative solutions for prob- 
lems, thus escaping from mechanistic 
determination of behavior. Freedom 
of action thereby is achieved by intel- 
ligent adaptation rather than in futile 
attempts to develop a non-existent “free 
will.” 


4. In some respects, developing psychological 
maladjustments are analogous to a carbuncle. In 
medicine, the first choice is to leave the develop- 
ing infection alone in the hope that natural 
processes will abort it. When it becomes evident 
that the infection is spreading, it is still neces- 
sary to postpone surgical intervention until 
fluctuation occurs, i.e., it come to a head. Many 
mental patients refuse to submit to treatment 
until a climax is reached and it is necessary to 
call upon external assistance whether the patient 
desires to or not. Both in surgical and psycho- 


logical practice, it requires experienced clinical 
judgment to know when to intervene actively. 
5. Free thinking as herein used may be de- 
ned as independent, creative thought unbound 
by mechanistic determinism and oriented in pur- 
posive directions. 
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SUMMARY 


Fundamental to directive psycho- 
therapy is the axiom that an organically 
intact individual has adequate person- 
ality resources for intelligent adapta- 
tion when insight is gained into be- 
havioral inconsistencies responsible for 
maladjustment. This paper attempts 
to elaborate the implications of Lecky’s 
self-consistency theory of personality 
with special reference to psychotherapy. 
The validity of the concept of psychic 
determinism is questioned on theoretical 
grounds, since clinical experience in- 
dicates the importance of self-regula- 
tion. An outline is presented for objec- 
tively evaluating volitional behavior 
and self-control. Therapeutic implica- 
tions are indicated with illustrative case 
summaries. It is concluded that intel- 
ligent adaptation achieved by training 
rather than “free will” is the basis for 
therapy oriented toward facilitating 
self-regulation and self-denial. 
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SITUATIONAL IMPOTENCE 


BLAKE CRIDER 
Fenn College 


INTRODUCTION 


Sexual impotence is a common psy- 
chosomatic complaint that is handled 
frequently by physicians and occasion- 
ally by psychiatrists or psychologists. 
Since, however, there seems to be a 
divergence of opinion not only concern- 
ing just what should be included under 
impotence but also concerning just 
what the therapeutic procedure should 
be, we are reporting here our experi- 
ences relative to its psychological diag- 
nosis and management. 

Weiss and English(2) and English 
and Pearson(1) can probably be taken 
as representative of the current psycho- 
somatic opinion concerning impotence. 
The latter write, “We say the male is 
impotent when he cannot achieve an 
erection, or when he is unable to main- 
tain an erection long enough to effect 
entrance into the vagina and make at 
least a few coital movements before 
ejaculation.” They then proceed to list 
seven “degrees” of impotence, not all 
of which seem to fit their definition. 
Apparently they try to fit under the 
definition of impotence almost every 
form of sexual disability, an approach 
similar to the all-inclusive definition 
made by Karpman(4) some years ago.” 

English and Pearson(1), Levine(6), 
Hirsch(3), Menninger(7) and others 
are agreed that sexual impotence is es- 
sentially a psychological problem. 
Stekel(9) states quite clearly the mod- 


1. To take one example, if a man is “potent 
but coitus lacks pleasure” (English and Pear- 
son’s degrees six and seven), he may not get 
satisfaction from his sexual relations but to call 
him impotent seems to be a misuse of the term, 
certainly a too-inclusive use of the term. 


ern concept of medical men concerning 
impotence. Stekel says, “With nor- 
mally developed genitalia and normal 
sex glands, there is no innate organ- 
ically conditioned impotence, but only 
a psychic one; every form of local treat- 
ment is superfluous, at times dangerous, 
and usually injurious.” Students of the 
problem are consequently in agreement 
that the basic causes of sexual impo- 
tence will be found in mental and emo- 
tional conflicts, although they do not 
always agree relative to the depth of the 
unconscious processes. English and 
Pearson(1) find the causes of psychic 
impotence related to fear, hostility, and 
conflicting loves. However, in their 
more detailed discussion of the problem 
they add envy, jealousy, and guilt feel- 
ings. Conflicting loves, they believe, 
are usually unconscious. They also im- 
ply, even though not directly stated, ad- 
ditional importance of unconscious fac- 
tors when they refer to the Oedipus and 
castration complexes and to latent 
homosexuality as causative factors. 
Wechsler(11), in agreement with the 
psychoanalytic approach, writes, “But 
the most important causes of psychic 
impotence undoubtedly are unconscious 
factors. These psychoanalysis regards 
as unconscious homosexuality.” 
Kraines(5) also believes that impo- 
tence results from conflicting emotions 
stronger than the sex desire. Stekel(9) 
has endeavored to link up the psycho- 
logical with the neurological and physi- 
ological. He says, “The nature of 


psychic impotence consists of an obtru- 
sion of inhibitory ideas which through 
influence disturb, inhibit, 


cerebral 
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weaken, or entirely abolish the reflex 
act in the spinal cord. There is hardly 
another physiological process which 
can be so easily disturbed by inhibitory 
ideas as the act of erection.” 

The prognosis on psychic impotence 
ranges from the most pessimistic to the 
most hopeful. Wechsler(11) believes 
psychic impotence presents a very dif- 
ficult therapeutic problem. English and 
Pearson(1) have discovered that the 
treatment of impotence is not easy. 
Kraines(5), on the other hand, finds 
that impotence is easily dealt with pro- 
vided there are no serious complica- 
tions. 

There is little evidence in the writ- 
ings of the specialists previously quoted 
that classical psychoanalytical therapy 
is used. English and Pearson(1), who 
constantly expound the merits of psy- 
choanalysis, in their advice to physi- 
cians on therapy follow primarily a ra- 
tional and conscious approach. They 
give specific directions how the physi- 
cian should question the patient so he 
can define for himself and for the pa- 
tient the wrong attitudes and feelings 
which must be changed. And once all 
this information is collected they 
recommend the use of re-education, the 
persuasive authority of the physician, 
suggestion and discussion. Kraines(5) 
uses reassurance, and explanation and 
forbids sex relations for one week. 
Stekel(9) uses simple suggestion in his 
cases of recent origin and believes an 
energetic psychological analysis in these 
cases would be an error. He interprets 
and explains to the patient the nature of 
his inhibitory ideas. Using his author- 
ity and prestige as a physician he reas- 
sures the patient that his potency will 
return and usually sets a definite period 
of sexual abstinence. 


Before presenting representative 
cases it is necessary to present our con- 
cept of psychic impotence, one some- 
what at variance with the common 
opinion. It seems we should keep in 
mind three phases of sexual efficiency 
in order to adequately differentiate im- 
potence from other forms of sexual 
disability: (a) the intensity, frequency, 
and duration of the desire for sexual 
intercourse; (b) the frequency, dura- 
tion, and intensity of tumescence; and 
(c) the subjective feeling of satisfac- 
tion from the sexual attempt. For the 
purpose of differentiation we place the 
emphasis upon the tumescent episode, 
simply whether the penis becomes ade- 
quately erected. A lack of desire alone 
is no criterion because one must have a 
desire before he can demonstrate his 
tumescent strength. Some of our most 
impotent have frequent and strong 
sexual desires but they cannot maintain 
an adequate erection. One can imagine 
that repeated tumescent failure might 
lower one’s desire, but actually it often 
has just the opposite effect. 

The emphasis cannot be placed upon 
lack of satisfaction, which is always 
present of course, since this is a result 
rather than being impotence or the 
cause of impotence. Also lack of satis- 
faction may be present in an individual 
who has sexual desire, is tumescent, 
and can make the customary number of 
coital movements before ejaculation. 
The speed of ejaculation, timed from 
the moment of vaginal contact, is not 
necessarily synonymous with psychic 
impotence. A man may have a vigorous 
erection and intense desire and still 
have a premature ejaculation. Because 
of embarrassment and other emotional 
conflicts, premature ejaculation may be 
a cause of impotence and to this extent 
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we are in agreement with Thorne(10) 
who states that premature ejaculation 
is one of the most common and easily 
averted causes of male impotency. 

Retarded ejaculation may occur in a 
potent individual simply because his de- 
sire is weak, because he has had too 
many ejaculations, the woman is unap- 
pealing, the vaginal contacts are unsat- 
isfactory, because of displaced interests 
at the moment, etc. In fact ejaculation 
may not occur at all for these same rea- 
sons. Since our emphasis is upon 
tumescent efficiency we believe that lack 
of satisfaction, and speed of ejaculation 
should be dealt with as separate prob- 
lems of sexual dysfunction and not de- 
fined synonymously with psychic im- 
potency. 

CurntcaL STUDIES 

The particular cases reported in this 
paper were five men ranging from 
twenty to forty years of age who still 
had sexual urges but who were unable 
to get or maintain a satisfactory erec- 
tion when they desired to do so. All 
of them had one or more medical ex- 
aminations by competent physicians and 
had been pronounced organically sound 
at the time of the psychological inter- 
view. In spite of the claimed impotence 
each man was able to demonstrate an 
erection of a satisfactory nature when 
away from the particular woman with 
whom he thought he was impotent, us- 
ually in his dreams or upon arising in 
the morning. In all cases, therefore, 
the impotence was situational rather 
than complete, but nevertheless a source 
of considerable concern. 

The personality diathesis of these pa- 
tients was characterized by a feeling of 
sexual inadequacy. To express it dif- 
ferently, the sexually impotent had al- 
ways had a basic anxiety relative to his 
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sexual capacity. He had felt that his 
penis was too small, that he could not 
satisfy a woman sexually, that he was 
unable to impregnate her, that she 
might ridicule his sexual technique, or 
that for some reason he might not be 
able to maintain an erection. Associated 
with these feelings were occasional at- 
tempts at sexual intercourse to relieve 
his sexual anxiety and to prove his 
potency, but constantly apprehensive 
that he might fail. And when he did 
fail, the failure became a_ psychic 
trauma proving his anxiety was justi- 
fied, and at the same time predisposing 
him to further failures. 

The outstanding emotional problem 
was the presence of one or more of the 
major negative emotions of anxiety, 
hostility, or guilt standing in opposition 
to the patient’s sexual proclivities. The 
patients in no case were consciously 
aware of their emotional conflicts in 
spite of the ease with which insight 
could be revealed to them in therapeutic 
conferences. The patients had consis- 
tently sought a physical explanation of 
their sexual disability, and failing to 
find one became even more disturbed 
rather than less so. Medical treatment, 
when it was carried out too vigorously, 
often served to fixate the person in his 
belief that he was physically incom- 
petent to complete the sexual act. Once 
he lost faith in the somatic approach he 
was at the peak of his emotional dis- 
turbance. 

Case REPoRTS 

Case 1. Age 30; white; married seven 
years. Complained of pain on urination, 
spasticity in the rectum when he attempted 
to defecate, inability to carry out his marital 
duties. At the time of the onset of his com- 
plaints, two years previous to psychological 
consultation, the patient was disturbed emo- 
tionally over the possibility of being drafted 
into the armed services. At about the same 
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time he also developed a feeling of antagon- 
ism toward his wife because he felt that her 
ardor for him was diminishing. One night 
following a felt rebuff, he attempted inter- 
course and failed to get an erection. The 
next day he went to a physician who gave 
him some pills and for a few weeks he got 
along without too much trouble. He figured, 
therefore, he was over his impotency and 
stopped the pills but immediately his im- 
potence returned. 

At the time of the first interview the pa- 
tient was mildly depressed and worried. He 
said he had lost all desire for sexual inter- 
course, but apparently he had not because he 
was attempting it periodically, but with poor 
success and usually with a partially flaccid 
organ. Whenever he was successful in ejacu- 
lating he complained that he had a pain in 
his penis and rectum. He was constantly 
thinking about his sexual organs and often 
examined and manipulated them to de- 
termine whether there was any change. 

Before marriage the patient had inter- 
course with prostitutes but thought it was 
wrong to attempt it with other girls. He re- 
called that he was impotent on his wedding 
night. Once he developed a _ non-specific 
urethritis which he still occasionally worried 
about. The patient was the youngest of three 
children. He had two older sisters and a 
mother who adored him and over-protected 
him. He had phantasies of intercourse with 
his sisters and his mother. He was never 
permitted to skate, swim, or ride a bicycle 
for fear he might hurt himself. Sex was a 
topic that remained undiscussed at home but 
he was nevertheless aware of the family 
taboo about it. 

The following conditions created a feeling 
of sexual inadequacy and subsequent emo- 
tional upsets resulting in impotence: (1) He 
thought masturbation would ruin his sexual 
power. (2) He thought his penis was much 
too small to satisfy a woman. (3) He be- 
lieved the urethritis would injure him phys- 
sically. (4) He felt that sexual intercourse 
was wrong except in marriage. (5) He felt 
that he did not have the sexual capacity of a 
normal man. (6) He had feelings of guilt 
over sexual dreams of his mother and sisters. 
(7) His frequent sexual failures with his 
wife and particularly the failure on his 
honeymoon had set a basic feeling of sexual 
incompetency. This patient presented an in- 


387 


volved symptomatology but even after the 
first interview expressed a changed attitude. 
After the second interview the patient could 
have gone on his own but he asked to come 
back until we had utilized five interviews. 
The patient said that as far as his sexual life 
was concerned he was symptom free and has 
been so now for a period of six months. 


Case 2. Age 30, single, white. Had al- 
ways had a strong sex urge but never had 
intercourse. Each time he got to the point 
where he thought he might be able to com- 
plete the act he lost his erection. His basic 
anxiety arose from his belief that his penis 
was much smaller than the average. Con- 
sequently when he got to the point where the 
woman might see, feel, or touch his penis 
and thereby discover its size an anxiety 
came about which resulted in detumescence. 
He believed the woman would be disap- 
pointed, laugh at him, or make some remark 
such as, “You don’t have much, do you?” 
He was helped by showing him anatomical 
charts of the male organ, proving that he 
was not undersized. He was reassured he 
was alright, that he had nothing to worry 
about. It was explained to him how his 
anxiety would cause him to lose his erection. 


Case 3. Age 31, married, white. One 
night six months before the patient’s first 
interview, he failed to maintain an erection 
and had been unable to get an erection since. 
The original failure was apparently due to 
fatigue and emotional excitement following 
a week of intensive traveling and business 
activity. When he returned home he had no 
desire for intercourse, but felt he would have 
to have relationships in order to allay any 
possibility of suspicion on the part of his 
wife. 

The patient never had sexual relations be- 
fore marriage. He had always believed his 
penis was too small. During his six years of 
marriage he was never able to get his wife 
pregnant, which the patient thought was due 
to his own penis inadequacy. He felt that he 
was not able to give his wife frequent enough 
satisfaction or sufficient satisfaction at any 
sexual episode. He had therefore a general- 
ized feeling of sexual inadequacy. When he 
made his initial failure, all of the latent 
anxiety related to his feeling of sexual in- 
competence came forth. In order to reassure 
himself that he was not impotent he tried 
more vigorously but the more he tried the 
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less able he was to complete the act. Thus 
the characteristic vicious circle was estab- 
lished. When away from his wife on busi- 
ness trips he got many vigorous erections, 
but when he tried to obtain an erection with 
his wife, where he had been a failure many 
times, his fear that he would fail again re- 
turned and, of course, he did fail. He failed, 
in other words, each time he had to prove 
himself. The best he was able to do was an 
occasional premature ejaculation with a soft 
member. 

The patient was seen for two interviews 
and the third was not kept because he was 
sexually adequate. The psychological con- 
tribution was to show him the emotional 
basis behind his condition and request that 
he not attempt intercourse until he found it 
necessary. This patient, like many others, 
discovered he was potent the moment he no 
longer had to prove he was potent. 


Case 4. Aged 25, single, white. For three 
weeks previous to the first interview the pa- 
tient had not been able to get an erection. 
He claimed that up to this time he had been 
able to have an orgasm several times a day. 
All his life the patient’s major interest had 
been in seeing how many women he could 
have intercourse with and the number of 
orgasms he could have at any one time. He 
was very boastful of his accomplishments in 
this area. Recently two ideas had been 
bothering him: (1) That the gonorrhea 
which he had once contracted would weaken 
him sexually and that (2) he probably had 
weakened himself with too frequent sexual 
relations. Consequently the first failure to 
get an erection precipitated to full conscious- 
ness a latent anxiety which had been ac- 
cumulating for some time. To reassure him- 
self, he became more vigorous in his at- 
tempts, but always with a lurking apprehen- 
sion that he probably would not be able to 
make it. With this apprehension he there- 
fore continued to fail which in turn predis- 
posed to subsequent failures. Since sex was 
his major interest in life and since he prided 
himself not only on the number of women 
with whom he had coitus but also the vigor 
of his potency, his life as far as he was con- 
cerned was at an end. 

One interview in which the patient 
brought out the foregoing was sufficient to 
relieve him of his distress. The situation 
and appropriate advice was summarized for 


him as follows: (1) That a complete medical 
examination indicated he was physically 
sound; (2) that this condition was mental 
and emotional; (3) that his fear of failure 
was the major factor in causing him to fail; 
(4) that he would get over it; (5) that he 
would have to avoid women and sex for one 
month unless he had such a vigorous erec- 
tion that he felt he just had to have inter- 
course before the end of the month’s ab- 


stinence. 


Case 5. Age 26, married, colored. The 
patient was above average intelligence, had 
gone to the 11th grade, and held a fairly 
responsible position as a supervisor in a fac- 
tory. Complained that he did not maintain 
an erection and that ejaculation was too 
quick for satisfaction. Had never had a 
strong sex drive. Recalled no particular 
concern about masturbation. At sixteen he 
had intercourse for the first time without 
satisfaction. He had always been somewhat 
of a timid person around girls. In dealing 
with girls he would talk about sex and dis- 
cuss with them the possibilities but he would 
rarely attempt it for fear that he would not 
be able to satisfy them, that they would laugh 
at him and he would be embarrassed. The 
particular inadequacy which troubled him 
most was his quick ejaculation. 

Two recent conditions had centered his 
complaint about his premature ejaculation 
rather than abéut his impotency. He had 
been hearing the other boys brag about the 
fact they could maintain an erection an hour 
or so, or even all night if need be. His idea 
had always been to ejaculate as soon as pos- 
sible, a carry-over from his masturbation 
practices. The second situation occurred 
when he went to bed with a woman other 
than his wife and ejaculated before she was 
satisfied. She said to him, “Some girl told 
me you looked like a guy who would like to 
do it and couldn’t.” Was beginning to feel 
that his wife was becoming more passive in 
her sexual interests which he believed was 
due to the fact that he was losing his potency. 
He also tried to blame his trouble on the fact 
that his wife used a diaphragm. He claimed 
he would be sexually aroused but if she got 
up to insert the diaphragm he would lose his 
erection. In order not to admit his loss of 
interest he would attempt to insert with a 
flaccid member, thus act:1ally realizing what 
ue was afraid would happen. 
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This man was one of our most difficult 
because he actually did not have much in- 
terest in sex, which fits in with our belief 
that lack of desire should be considered a 
separate problem. We did get him to the 
point where he could maintain an erection, 
and helped him accept the fact that sex as 
_ was not a very important issue in his 

e. 

THERAPEUTIC PROCEDURES 

Treatment consisted of helping the 
patient obtain insight and emotional re- 
lease through verbalization of his con- 
flicts. However, these patients do not 
talk easily and readily, due perhaps to 
the embarrassment incident to revealing 
their impotence. Consequently, permis- 
sive and relationship therapy, the non- 
directive therapy of Rogers(8) seems to 
be out of the question. Our therapeutic 
approach seems to be in line with others 
who have successfully dealt with these 
cases. The job of the therapist is a 
directive one, essentially one of prob- 
ing, interpreting, and advising. Persua- 
sion expressed with confidence is dis- 
tinctly helpful. Advice and reassurance 
were given freely. The major advice 
was for the man to cease all attempts at 
sexual intercourse for a period of two 
weeks to a month. He was told, how- 
ever, that if he had to have intercourse 
that he could go ahead but in no case 
should he deliberately seek it or attempt 
it. If married, he was told to carry this 
directive to his wife. Once the patient 
was convinced he was organically 
sound, had insight into the emotional 


basis of his disability, and no longer | 


had to prove himself, he found his po- 
tency miraculously returning. Many of 
these people are seen only once or twice, 
rarely as often as five or six times. 


SUMMARY 


Psychic impotence is one form of 
sexual dysfunction, characterized by an 
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inability to get or maintain an erection 
when it is desired to do so. A person 
with psychic impotence presents a his- 
tory of lack of confidence in his potency 
and virility. When by chance he fails to 
get an erection which is adequate for 
his purpose, his latent sexual anxiety is 
precipitated to consciousness, setting up 
an emotional condition which tends to 
increase and prolong his impotency. 
The major conflicts in the cases of 
psychic impotence reported in this paper 
are usually close to consciousness and 
are readily revealed to the patient in 
therapeutic interviews. 

Men with psychic impotence do not 
seem to be suitable subjects for the 
non-directive type of therapy. Nor have 
the depth of the unconscious conflicts 
seemed sufficient to warrant referral to 
practicing psychoanalysts. The therapy 
which seems to work best is one of a 
persuasive and interpretative nature. 
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THE HYPNO-ANALYTIC LOCATION OF A LOST OBJECT 


LT. JOHN G. WATKINS 
Clinical Psychologist, Welch Convalescent Hospital 


INTRODUCTION 


There is considerable controversy to- 
day within the psychological and psy- 
chiatric professions as to the extent to 
which clinical psychologists should en- 
ter into the treatment of functional dis- 
orders. There is no attempt in this 
paper to assume or defend any point 
of view regarding this matter. How- 
ever, a case is here presented involving 
the solution of a purely psychological 
and non-medical problem. The sub- 
ject was a normal individual, and this 
study is reported, not only because the 
case itself is interesting, but also be- 
cause it involves an operational area 
which is certainly well within the 
province of the analytic-minded psy- 
chologist. 

Case REPORT 


Lt. M., a psychiatrist, himself experi- 
enced with hypno-therapy, asked the 
writer to help him in the locating of a 
book on chess which he had lost. It was 
a library book and had been due some 45 
days previously. Since Lt. M. had not 
been accustomed to lose or misplace ob- 
jects he was disturbed about this event. 
Furthermore the library had asked him 
to replace the book which was a rather ex- 
pensive treatise. M. could not remember 
what he had done with it except that he 
recalled placing it on the corner of his 
dresser one day in anticipation of return- 
ing it to the library the following day. M. 
felt that under hypnotic trance he could 
remember what had happened to the book. 
He had been hypnotized eight years be- 
fore and at that time had been able to en- 
ter a somnambulistic trance. He was not 
certain how deep a trance he could enter, 
and the writer (W) was not sure he could 
hypnotize M. However, after 15 minutes 
of sleep suggestions a medium trance was 
induced by the eye-fixation method. The 


subject was not amnesic to events which 
happened while he was in trance, but he 
was deep enough to follow simple direct 
suggestions and exhibit marked hyperm- 
nesia. 


The following report of the two- 
hour hypno-analytic session is some- 
what abbreviated. Several of the blind 
alleys which were time consuming have 
been eliminated, but the essential fea- 
tures of the treatment have been faith- 
fully reported. 


W.: “Now I want you to go back to the 
time when you first checked the chess book 
out of the library. You can see yourself 
clearly getting it. Describe what happens to 
it from this point on.” 

M.: “I carried it back to the quarters. 
I read it some but was not overly impressed.” 

W.: “Did you feel a prejudice against 
the book?” 

M.: “No, I don’t think so, just that I 
didn’t find it of much great value. Anyway 
I had been teaching H—a little about chess 
as he wanted to learn.” 

W.: “Did you loan the book to H—?” 

M.: “I don’t think so. I don’t remember 
doing it.” 

W.: “Now let’s go up to the day you 
were going to return the book. What hap- 
pens 

M.: “It seems I’m in a hurry. 
down the hall. It’s morning. I’m going 
to the mess hall to breakfast. I’ve got the 
book under my left arm and also a package. 
That’s funny. What’s in that package? It 
seems as if I’m taking the package to my 
wife. That was about the time she was 
here.” 

W.: “And where do you go?” 

M.: “I go to the mess hall. I put the 
book, the package and my hat on top of the 
shelf in the cloak room—you know, up in 
the corner.” 

W.: “Now when you finish eating what 
happens ?” 


I rush 
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M.: “I go and pick up the package, the 
book and my hat.” 

W.: “Are you sure you pick up the book. 
Can you see yourself clearly doing that? 
Maybe you pick up the package and hat and 
leave the book there?” 

M.: “No, I pick them both up,’”* “and I 
get a ride with somebody. It’s—It’s—It’s 
Capt. O—. He’s got a jeep.” 

W.: “And where does he go?” 

M.: “He is taking me back to my office. 
The jeep stops. I get out.” 

W.: “Do you have the book?” 

M.: “Yes, and the package too. What’s 
in that package? Oh yes, now I remember. 
It’s groceries from the commissary. And 
then I go—where do I go?” 

W.: “Now visualize it clearly. You are 
getting out of the jeep. You have the book 
and a package under your arm. You are 
going to—, going to—.” 

M. makes no response. 

W.: “I shall count slowly up to five. 
When I say five you will be able to see 
where you are going. 1, 2, 3, 4,—5.” 

M.: “It’s no use. I don’t get it.” 

W.: “Let’s see if you can do a little 
automatic writing with your right hand. 
Perhaps it can give us a clue now.” 

M.: “I don’t think so. I don’t feel the 
automatic hand will work with this degree 
of trance.” 

W.: “Your right hand, as I stroke it, is 
becoming numb and paralyzed, losing all 
sense of feeling and touch. I am pinching 
it now. Can you feel anything?” 

M.: “I can still feel a little.” 

W.: “I shall count slowly up to fifteen. 
Each count will make the hand more numb 
and paralyzed. When I get to fifteen you 
will have no feeling left in it at all. 1, 2, 3, 
4, 5,6, 7, 8, 9, 10, 11, 12, 13, 14, 15. Is the 
feeling entirely gone now?” (pinching it). 

M.: “I don’t feel anything in it now.” 

W.: “Not only has it lost all movement 
and sense of feeling, but it is no longer part 
of you. It’s disconnected from your wrist 
and you don’t have any control over it any- 
more. It will be able to write quite inde- 
pendently of your wishes. Do you under- 
stand ?” 


1. Note that false solutions cannot be sug- 
to the subject under trance. The Ego 
not abdicate. 
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M.: “TI understand, but I don’t think it'll 
work.” 

W.: “I am going to give the hand a pen- 
cil, and it will write where you went after 
getting out of the jeep.” 


The hand grasped the pencil and slowly 
wrote “Bn.” 

M.: “I'll be damned, W. The hand’s 
written ‘Bn.’ I remember now I went to 
Battalion headquarters. I remember be- 
cause when I got there I had to arrange 
something and make a phone call. Say I 
don’t have the book now. I don’t have the 
book.” 

W.: “You don’t have the book? What 
happened since you left the jeep? Did you 
go somewhere ?” 

M.: “Yes, I went to the commissary to 
get more groceries.” 

W.: “Now you’re at the commissary. 
What do you do with the book? Do you 
leave it there?” 

M.: “I don’t seem to see. It’s hazy. 
Can’t see anything.” 

W.: “What about this package you 
have? What’s in it?” 

M.: “I don’t know. I can’t seem to think 
of anything right now.” 

W.: “I’m going to count up to nine. 
When I say nine something will pop into 
your mind which is important to the prob- 
lem.” 

M.: “I don’t think it’s going to be any- 
thing.” 

W.: “1, 2, 3, 4, 5, 6, 7, 8—9.” 

M.: “Ha, ha, ha, ha.” (M. bubbles with 
laughter.) “I see trees. I was sure, W., 
that nothing would happen, and then the pic- 
ture of trees just popped up out of nowhere. 
That’s funny. But what in the hell has that 
got to do with the problem? Now there’s 
something else I see. It’s a wheel-like with 
four radiating spokes and a bolt and nut in 
the middle. What’s that mean? I suppose 
it’s a symbol of something. Say, I’m com- 
ing out, W. I’m waking up. Give me an- 
other dose of sleep suggestions.” W. 
obliged. M. relaxed and after three minutes 

2. Notice the constant skepticism on the part 
of a professional man, himself skilled in the use 
of hypnosis, at the effectiveness of the various 
hypnotic phenomena. This is common, the sub- 
jects usually underestimating the degree of 
trance which they have entered. They are con- 
stantly surprised at the rather weird behavior 
they perform under the hypnotic state. 
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slowly raised his hand up to his face, a pre- 
established sign that he was again in a rea- 
sonably deep trance. 

W.: “What does the wheel mean, and 
where does it come from?’* 

M.: “Nothing comes. Don’t see any- 
thing.” 

W.: “Your right hand is still dissociated. 
Maybe it can write an interpretation of the 
wheel symbol.” 

The hand slowly wrote out the word 
pour.” 

W.: “What does ‘pour’ mean? How is 
it connected to the wheel ?” 

M.: “Oh, now I know. That wheel used 
to be on some brand of grocery article when 
I was a kid, Mariner Brand. And that is a 
mariner’s wheel to steer a ship. I always 
visualize mariners as wearing a raincoat 
with a rain helmet on, you know the kind. 
And that means that it’s raining. So that’s 
why the hand wrote ‘pour.’ My losing the 
book has got something to do with rain. 
Now I can see myself. I have the book un- 
der a raincoat and I’m walking—Say it 
wasn’t a package at all I had, and I’m not 
riding with Capt. O. in the jeep. That was 
another time. I’ve got a letter, and I put 
the letter in the book. When I get to bat- 
talion headquarters I mail the letter, but I 
don’t have the book. That’s as far as I can 
think.” 

W.: “Let’s go back to your idea of trees. 
Can your dissociated hand write any asso- 
ciation that’s important?” 

The hand slowly wrote “Oats.” 

M.: “Oats, now what in the hell does 
that mean, W.? Oats, that’s silly. Say, 
maybe I’ve got an idea. Oats makes me 
think of horses and farms. And that day I 
was walking in the rain with the book under 
my raincoat I was with H—. You know 
he’s a vocational agriculture teacher.* “I’m 
getting a terrific headache. I feel terrible. 


3. Subjects are often able to interpret dream 
symbols and phantasies under trance. 

4. The next day M. stated that there were 
other associations which had also brought him 
from “oats” to “H.—.” They were as follows: 
Oats—horses—f ar m er—uncle’s f a rm—Uncle 
keeps horses—He’s got horse-sense—H—is 
also the kind of guy who has horse-sense.—H.— 
was a farmer and is now a vocational agricul- 
ture instructor. These associations came so 
fast that he had neglected to mention them all 
during the trance session but reported the jump 
from “oats” directly to “H—. 
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I'd like to quit. I don’t want to remember 
any more.” 

M. became tense, flushed, and squirmed 
around on the cot. 

M.: “The resistance is so great it is 
making me wake up. Give me another dose 
of sleep suggestions, W., and take away 
my headache.” 

W. repeated the sleep suggestions and re- 
moved the headache with direct suggestion. 
M. relaxed again and began to smile once 
more. 

M.: “It must have been the groceries 
that day which carried me back to a child- 
hood memory of Mariner’s Brand. It means 
that the day is a rainy one. And then oats 
meant H—. I somehow feel terrific resist- 
ance to this line of thinking.’® 

W.: “Did you perhaps loan the book to 
somebody ?” 

M.: “Now I know. I did loan that book 
to somebody. Who was it? I don’t remem- 
ber the actual loan, but it was somebody who 
was quite close to me, and I don’t want to 
remember, because I feel as if it were a be- 
trayal of a friendly trust. I can remember 
distinctly saying, ‘I’m going on leave a few 
days. You can have the book, but take good 
care of it and return it to the library for 
me.’ I remember now that I thought it was 
funny that this particular person wanted to 
borrow the book. It didn’t seem as if there 
was any reason he should want it. But who 
was the person? I don’t think I want to 
know. It is somebody who is a close friend. 
I can see that meeting in which I gave him 
the book as clear as day, but his face is 
blurred. Resistance is shutting it out.” 

M. began to tremble all over again and 
show obvious signs of distress. He was 
given further quieting suggestions. 

W.: “Maybe your right hand, which is 
still dissociated, can write who this person 
is?” 

M. writhed in still greater displeasure as 
the hand began to scribble a word which at 
the time of writing was so illegible as to be 
unintelligible to both W. and M. but which 
became recognizable later when the name 
was discovered. 

W.: “Let’s try again more indirectly. I 
shall count up to eight. When I say ‘eight’ 
your hand will write out the number of let- 

5. Resistance, of course, is often a sign of 
great significance. 
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ters in the man’s name to whom you loaned 
the book. 1, 2, 3, 4, 5, 6, 7,—8.” 

The hand, in spite of great obvious resist- 
ance, began to write f—u—n. M. broke in 
with what appeared to be a sigh of relief; 
“see it isn’t going to tell. It’s writing fun.” 
The hand continued on and finished with 

W.: “Funf means five in German, 
doesn’t it?” 

M. broke in with an expression of disap- 
pointment and resignation. “Yes, I know 
now. It’s five, and that means H—. That’s 
who I loaned the book to, and I didn’t want 
to remember that. Not because it’s he. You 
see, W., you don’t know about the relation 
between H—and me. He has had a lot of 
problems, and I’ve been helping him with 
them. We were going to take a long walk 
into the woods to talk them over again. 
That’s what the ‘trees’ mean. And it was 
raining, and I protected the book under my 
raincoat. Of course that’s where the 
‘Mariner’ comes in. Anyway I gave him 
the book to return to the library wondering 
at the time why he wanted it as he was going 
to leave the Army. He was just beginning 
to want to know something about chess, and 
the book was somewhat advanced. But the 
resistance goes back a lot farther to my 
childhood, and I don’t want to explore it.” 

W.: “Is it perhaps that this symbolized 
the betrayal of a close friend whom you were 
helping, and that this pulls something out of 
your childhood which is so painful to face 
that you repress the whole situation by for- 
getting about loaning the book to him?” 

M.: “Yes, it’s something like that. I 
don’t think we should go any deeper. I’m 
satisfied. I know where the book went to— 
I wish I didn’t—and I'll pay for it. I'd 
rather not write him and ask about it.” 
(H—had recently been discharged from the 
Army and had returned to his home.) 
“Maybe he'll find it some day and return it 
to me.” 

W.: “Are you certain that you now have 
the solution? Are you satisfied with it 
now ?” 

M.: “Yes, I am. Be sure and give me 
suggestions of euphoria before you wake me 
up, and take away all pains and headache.” 

W. gave euphoric suggestions, removed 
all pains, and then told M., “When you wake 
up you will remember clearly all our discus- 


sion. You will know all about loaning the 
book, but you will feel very good all over 
with no pains or headache.” 

M. was awakened. He complained that 
he was disturbed when he was given the 
post-hypnotic suggestion that he would 
remember the whole session and to whom 
he had loaned the book. He was hoping 
that W. would not give him the sugges- 
tion, and that he could awaken with am- 
nesia for the whole experience. He men- 
tioned that it distressed him some to know 
about it but claimed that he felt very good 
with no pains. The next day all anxiety 
had subsided and he reported himself 
satisfied with the solution and glad the 
problem was solved. 


CoNCLUSIONS 


This case is interesting for several 
reasons. First, it illustrates what has 
been already well-recognized in analytic 
circles but not so well by professional 
psychologists, namely that forgetting is 
not always a mere passive sinking of 
ideas into the unconscious. It is often 
an active process in which material is 
forcibly and purposively pushed down 
where it cannot consciously be recalled. 
It shows how apparently trivial memory 
lapses can be traced to certain early 
childhood phobias and complexes to 
which they have become attached 
through some association. The reason 
for repression lies in some dimly ob- 
scured inner significance coming from 
the past. It does not inhere in the re- 
cent incident itself. 

Second, it shows how an informed 
and hypnotically-sophisticated patient 
can aid and help the analyst through the 
quick interpretation of his own sub- 


_ jective feelings and inform the analyst 


what suggestions he needs at various 
points in the session. 

Third, the case is an example of a 
limited hypno-analytic session, in 
which a specific problem is to be ex- 
plored for solution. Even though 
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deeper roots are obvious the purpose 
was to solve this problem in as short a 
time as possible and not attempt any 
extended, deep analysis. Finally, it 
demonstrates a practical use for hypno- 
analysis in the solution of psychological 
problems in normal people, problems 
which are not essentially medical in 


character. It points to the possibilities 


of this technique in other areas than the 
relief of functional disorders. 


FInaAL Note 


Several months after the writing of 
this article and just before its publication 
the lost book was found in Battalion 
Headquarters. The first lead uncovered 
in the session was the correct one after 
all, and had it been followed by a careful 
physical search would have turned up the 


object at that time. After discussing 
the matter with Lt. M. the writer decided 
that the basic conclusions of the paper still 
held true. M. had loaned the chess book 
to H——-, who apparently had returned it. 
Psychologically, however, H—— and the 
chess book had both become associated to 
each other and to some early childhood 
unpleasantry. There was, therefore, an 
active process repressing the memory of 
the book. One other conclusion might be 
added. In hypno-analytically treating 
hysterical disorders the writer has often 
noted how the final solution of the case 
was indicated by some lead which ap- 
peared early in the treatment but which 
was not developed until months later. 
This case should serve to warn both the 
writer and other therapists not to under- 
estimate the significance of early develop- 
ments uncovered by the simpler hypno- 
analytic techniques. 


THE AMERICAN ASSOCIATION ON MENTAL DEFICIENCY * 
Brief History and Purposes 


E. ARTHUR WHITNEY, M.D. 
Elwyn Training School, Elwyn, Pa. 


Early in 1876, Dr. Isaac N. Kerlin, 
Superintendent of the Institution for 
Mental Defectives at Elwyn, Pa., con- 
ceived the idea of inviting the Superin- 
tendents of American institutions for 
the feeble-minded to Philadelphia dur- 
ing the Centennial Exposition, in order 
to form an association for their “mu- 


* Ed. Note: This is the first of a series of 
brief accounts of the historical origins and con- 
temporary objectives of a number of profes- 
sional organizations operating in borderline pro- 
fessional areas which it is believed that clinical 

sychologists should be interested in. The series 
i with a brief account of the American 
Association on Mental Deficiency because of the 
importance for clinical psychology of problems 
in the field of mental deficiency. We feel that 
it is highly desirable for clinical psychologists 
to become members of the AAMD and the edi- 
tor will be glad to sponsor membership applica- 
tions from members of the APA. 


tual good.” Hence on June 6, 1876, a 
group of Superintendents met at Elwyn 
where Dr. G. A. Doren of the Colum- 
bus, Ohio, State Institution for the 
Feeble-Minded, offered this resolution: 


“Resolved, that we who are assembled 
here do form an Association.” 


The resolution passed unanimously 
and a committee was appointed to draw 
up a constitution and by-laws. This 
committee reported the next day and 
their report was adopted. So was born, 
“The Association of Medical Officers of 
American Institutions for Idiots and 
Feeble-Minded Persons.” 

It is to the original group’s credit 
and honor that they elected as the new 
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Association’s first President, the refugee 
French physician, Dr. Edouard Sequin, 
founder of the world’s first successful 
school for the retarded in Paris in 1837. 
Dr. Isaac Kerlin began as the Associa- 
tion’s first Secretary and Treasurer. 
Dr. H. B. Wilbur of Syracuse, N. Y., 
was Vice-President. These three formed 
the executive committee. It was de- 
cided to publish “Annual Proceedings” 
which were to include transactions and 
reports from institutions here and 
abroad. Dr. Isaac Kerlin was the first 
Editor of the “Proceedings.” 

In 1892 Dr. A. C. Rogers of Fari- 
bault, Minn., became Secretary, Treas- 
urer and Editor. At that time it was 
decided to issue a quarterly journal 
known as the Journal of Psycho-Asthe- 
nics. This policy continued until 1917, 
when it was discontinued due to World 
War I shortages, and an “Annual Pro- 
ceedings” was published from 1918 to 
1937. From 1937 to 1940 two volumes 
per year were published. In 1940 the 
return to a quarterly journal was voted, 
to be known as The American Journal 
of Mental Deficiency under the editor- 
ship of Dr. Edward J. Humphreys. 

At the 30th Annual Meeting held at 
Glenwood, Iowa, in 1906, the name was 
changed to The American Association 
for the Study of Feeble-Minded. At 
that time the Association changed its 
policy to admit to membership all those 
who were interested in the care, educa- 
tion and training of the feeble-minded. 
At the 57th Annual Meeting held in 
1933 at Boston, Mass., the name of the 
Association was changed to The Ameri- 
can Association on Mental Deficiency. 

Today the Association has over 1200 
members and holds an annual national 
convention in the United States or Can- 
ada, as well as eight “Regional Meet- 
ings” in various sections of the United 


States. There are four classes of mem- 
bership, dependent upon the length of 
time within the Association: Associate 
—$4.00 per year, Active—$6.00 per 
year, Fellows—$8.00 per year, and 
Honorary. Dues include subscription 
to the quarterly Journal of the Associa- 
tion. Those eligible to membership are : 


1. All persons engaged in work per- 
taining to the care, treatment, and promo- 
tion of the best interests of the mentally 
deficient, whose ability and standing are 
acceptable to the Board of Examiners. 

2. Members of Boards of Directors or 
Trustees, Superintendents, Administra- 
tors, Staff Members, Faculty Members, 
Psychiatrists, Physicians, Psychologists, 
Teachers, Social Workers and others as- 
sociated with institutions for the mentally 
defective. 

3. Educators, Directors, Psychologists, 
Teachers and School Nurses associated 
with special classes in public or private 
schools. 

4. National, State and Local Welfare 
Organizations, and the staffs of such or- 
ganizations ; Social Workers, Community 
Service Workers ; Judges, Court Officers 
and Probation Officers; others interested 
in the care, education, training or inves- 
tigation of the mentally defective. 


The objectives of the Association are: 


1. A complete census and registration 
of all mental defectives. 

2. The establishment of special classes 
for the mentally retarded in all cities and 
towns having ten or more retarded chil- 
dren. Vocational instruction and social 
supervision of all mental defectives leav- 
ing regular classes or special classes at the 
age of 16 years, up to the age of 21 years. 

3. Institutional segregation of mentally 
defective persons in case of individuals 
who cannot be cared for, or make satis- 
factory social adjustments in the commu- 
nity. 

4. Social, clinical and pathological re- 
search to determine the causes of mental 
deficiency. Educational research to de- 
termine and inaugurate better methods of 
scholastic and industrial instruction and 
training of mental defectives. 
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5. Selective sterilization of the heredi- 
tary types whether in institutions or in the 
community. 

6. Special institutional provision for the 
care and training of defective delinquents. 

7. Placement of all institutional mental 
defectives after completion of training for 
working and living in the community. 

8. Special training in State teachers’ 
colleges and in Universities for teachers 
who will specialize in the training of the 
retarded child in the public schools. 

9. Social supervision of all identified 
mental defectives in the community. 

10. Mental examination of all persons 
accused or convicted of crime. 

11. The adoption of uniform statistical 
standards for use in all institutions. 


These are boom days for psychologists, 
especially for those with training in the 
clinical and counseling areas. The Veter- 
ans Administration hopes to employ some 
4700 clinical and counseling psychologists 
as soon as they are available. The Fed- 
eral Security Agency wants 2100. The 
Re-employment Administration can use 
upwards of 2000 more and the U. S. Pub- 
lic Health Service may ultimately be ex- 
pected to put in its bid for 1500 clinical 
psychologists with the Ph.D. degree. The 
plans for the employment of clinical and 
personnel psychologists in the Armed Ser- 
vices have not yet been announced. These 
needs of Government alone add up to 
several times the total number of properly 
trained psychologists available in this 
country. 

Since there is not even the barest pros- 
pect of filling all of these vacancies with 
well qualified men, to say nothing of fill- 
ing many additional non-government posi- 
tions, the profession is faced with the is- 
sue of where and how it should throw its 
weight to meet this newly acquired social 
responsibility. Either of two reciprocal 


COMMENT 


The American Association on Mental 
Deficiency believes that these objectives 
are attainable; but they require coop- 
eration on the part of psychiatrists, psy- 
chologists, educators, social workers, 
parole officers, physicians, jurists, and 
all intelligent socially-minded citizens. 
In brief, the objectives of the Associa- 
tion can be accomplished only through 
cooperation of all membership classi- 
fications, working together as an inte- 
grated whole to attain these ideals. 

The 70th Annual Meeting will be held 
in Montreal, Canada, October 2-5, 1946. 
For further information and details, 
write directly to the Secretary, Dr. Neil 
A. Dayton, Mansfield Depot, Conn. 


courses of action can be steered. One 
course would lead to opening wide the 
doors of professional hospitality to educa- 
tors, social workers and all others who 
show a congenial interest in doing psycho- 
logical work. Toward these new-found 
colleagues the psychological profession 
might extend a helping hand. They might 
be encouraged to improve their profes- 
sional competence through various inserv- 
ice training programs, institutes and spo- 
radic graduate work. This would be 
analogous to the way the education pro- 
fession appears to have chosen to try to 
raise its overall standards. 

The reciprocal course of action would 
lead to an insistence upon high, and possi- 
bly meaningful, standards of training in 
our graduate schools, while ignoring the 
transient standards concurrently used by 
employers. In holding this compass bear- 
ing the university departments of psychol- 
ogy would play down, or eliminate alto- 
gether, their one-year graduate curricula 
and direct their efforts toward the training 
of selected students in a carefully planned 
four-year doctorate curriculum. In the 
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meantime, under the pressure of public 
demands for immediate services, govern- 
ment agencies would go right on filling 
billets with available individuals of less 
adequate training. 

Neither of these courses of action is 
wholly satisfactory in itself. Fortunately 
there is a compromise course which shows 
promise and which is getting a practical 
trial. Dr. James G. Miller’s Division of 
Clinical Psychology in the Veterans Ad- 
ministration has evolved a plan which ad- 
heres strictly to high academic standards 
for positions above the $4900 level and 
eases up on academic standards only for 
the positions of lower pay and lower re- 
sponsibility. In effect, this amounts to 
the separation of professional and semi- 
professional levels of employment with a 
definite ceiling on promotions for the 
semi-professional people. A second fa-— 
vorable element in Dr. Miller’s policy is 
his realistic recognition of where psychol- 
ogists come from. He has gone out to re- 
cruit able students and to subsidize their 
training in recognized graduate schools. 
When this crop is harvested the Veterans 
Administration will have a group of well- 
trained young clinical psychologists whose 
academic qualifications will make them 
eligible for promotion to the professional 
levels over less well-trained encumbents at 


the semi-professional levels. 
G. A. K. 


The action of the American Psycho- 
logical Association in sponsoring the or- 
ganization of a professional certification 
board in clinical psychology constitutes a. 
milestone in the development of our sci- 
ence. We are in agreement with the gen- 
eral pr'nciple that standards for certifica- 
tion should require the completion of the 
requirements of the doctoral degree with 
a period of clinical experience to demon- 
strate clinical proficiency. Maintenance 
of such high standards will operate to de- 
velop high levels of competency in the pro- 
fession and should do much to secure ac- 
ceptance from other professional groups. 
It is inevitable that loud protests will be 
raised by practicing psychologists without 
the doctoral degree demanding lowering 
of these standards or certification on sev- 


COMMENT 397 


eral levels for varying degrees of training 
and proficiency. In opposition to any 
lowering of standards is the fact that there 
is no shortcut to the attainment of pro- 
ficiency in clinical psychology which can 
only be acquired through intensive train- 
ing and clinical experience. Would any- 
one favor certification of various levels of 
medical physicians according as they had 
1, 2, 3 or 4 years of medical education? 
Established qualifications in other profes- 
sional fields require the completion of a 
long and intensive course of training 
which involves a rigorous effort and fi- 
nancial sacrifice on the part of each stu- 
dent who undertakes training. Students 
of law, engineering, dentistry and medi- 
cine undertake a much more intensive 
training than customarily is required in 
the relatively informal graduate training 
leading to the Ph.D. There can be no 
compromise with the general principle that 
every profession must require the highest 
standards of professional competence 
from its practitioners. The application 
of these standards may conceivably work 
hardship against those who were trained 
in more lax periods and cannot produce 
the necessary credentials, and it may 
therefore be necessary to accredit a lim- 
ited group now practicing who can dem- 
onstrate a satisfactory record of accom- 
plishment. The greatest value will be 
realized in the future when younger gen- 
erations of psychologists will be required 
to secure adequate training and experi- 
ence before representing themselves as 
specialists. 


F. C. T. 


It now seems probable that the counsel- 
ing services established in colleges and 
universities under the Veterans Admin- 
istration will prove themselves so essen- 
tial that they will be permanently incor- 
porated as a necessary adjunct to higher 
education. Not only will there be a pro- 
gressively increasing demand for psycho- 
logically trained personnel on the college 
and university level but also in high 
schools, industry and other situations. 
Professional psychology has an obligation 
to establish adequate courses of training 
for counselors on all levels. Such courses 
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of training should include both an ade- 
quate program of formal lecture courses 
and a comprehensive opportunity for ac- 
tual experience under field conditions with 
adequate supervision. Formal academic 
courses in counseling methods are cur- 
rently given in many colleges and uni- 
versities but provision for supervised field 
experience is grossly inadequate. 

It is difficult to understand how ade- 
quate clinical training experiences can be 
organized until various types of clinic 
facilities are directly controlled and op- 
erated by graduate departments of psy- 
chology for teaching purposes. The vari- 
ous counseling bureaus currently in opera- 
tion are one potentially valuable source of 
training experiences. It is also desir- 
able to establish clinics specializing in 
psychological diagnosis (including psy- 
chometrics and projective methods), re- 
medial work (including speech, reading 
and other disabilities), vocational guid- 
ance, and minor maladjustments of nor- 
mal children and adults. At present, 
training opportunities in these specialties 
are organized on a haphazard basis with 
no adequate financial subsidization or 
formal supervision such as has been de- 
veloped in medical education. It is to be 
hoped that the philanthropic foundations 
will recognize the importance of organiz- 
ing training programs in clinical psychol- 
ogy and will subsidize model units com- 
parable to those developed in the last 25 
years in neuropsychiatry. The basic pat- 
terns for such developments have been 
evolved by the National Committee for 
Mental Hygiene and it would seem wise to 
utilize this experience in psychology. 


Large display advertisements have re- 
cently appeared in several metropolitan 
daily newspapers advertising the services 
of “personality advisors” and “counselors 
in human relations” who propose to ana- 
lyse the self-advancement assets and liabil- 
ities of anyone who will mail in one dol- 
lar. One such “counselor” has a “copy- 
righted questionnaire” which is sent to 
each client with the offer that a three-page 
report will soon be returned containing 
advice “which may change the entire 


course of your life.” It is inevitable that 
the current demand for professional psy- 
chological services would result in the 
sudden appearance of a large number of 
untrained and unethical quacks attempting 
to capitalize on the public’s awakened in- 
terests in psychological matters. The ac- 
tivities of such self-appointed psycholo- 
gists and charlatans can only operate to 
discredit professional psychology and be 
potentially harmful to persons genuinely 
in need of competent counseling. One of 
the responsibilities of professional psy- 
chology is to unceasingly combat the ac- 
tivities of all charlatans who aspire to pro- 
fessional ranking without adequate train- 
ing. Psychology is faced with similar 
problems as organized medicine which has 
developed a comprehensive program for 
safeguarding the public against fraudu- 
lent claims. 

One of the legitimate functions of state 
and local psychological associations is the 
establishment of central offices which 
could provide the general public with re- 
liable information concerning where ethi- 
cal psychological services may be obtained. 
Through appropriate publicity, the atten- 
tion of the public could be directed to the 
qualifications of professional psycholo- 
gists and that a central agency exists 
where reliable information is available. 
A list of recognized psychologists would 
be kept up-to-date and could be used in 
referring clients in equitable rotation to 
the members of the state psychological as- 
sociation. Such an agency would rapidly 
become a recognized public welfare re- 
source. It could also carry on the educa- 
tional and promotional activities which are 
an essential part of the program of any 
professional organization. Fortunately 
the basic patterns for the development of 
such activities have been developed by 
other professional groups and are avail- 
able for study. It does not seem too opti- 
mistic to predict that a comprehensive pro- 
gram can be achieved rather quickly once 
the necessity is perceived for protecting 


our professional birthright. 


The historical development of clinical 
psychology has been significantly different 
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from the evolution of neuropsychiatry in 
its methodological orientations. The 
medical sciences have been traditionally 
oriented to clinical (as compared with 
mathematical or experimental) methods 
of investigation with laboratory science 
achieving importance only recently and 
in a secondary or supporting role. By 
contrast, clinical psychology evolved in 
America in the tradition of experimental- 
ism and objective psychology. Medical 
training places major emphasis on exten- 
sive clinical experience following a com- 
prehensive introduction to basic sciences. 
Psychological training leading to the 
Ph.D. places the major emphasis on the 
objective techniques of experimentalism 
and mathematical analysis of data follow- 
ing which the individual student may or 
may not secure additional clinical experi- 
ence. 

The implications of these diverging 
orientations are interesting to consider. 
Medical students are taught that there is 
no substitute for intensive clinical train- 
ing and experience. Where clinical and 
laboratory findings disagree, the greatest 
weight is assigned to the clinical findings 
since laboratory methods are frequently 
unreliable and are no more valid than the 
judgment of the persons who use and 
interpret them. Laboratory findings con- 
stitute important confirmatory evidence 
but the final evaluation of the case must 
be based upon an integration of many 
types of clinical and laboratory evidence. 
No matter how specialized and complete 
is the experience of the laboratory tech- 
nician, it is still insufficient to evaluate the 
case as a whole and this is the function of 
the broadly trained physician who is the 
only one capable of accomplishing a com- 
prehensive integration of data. This is 
a point which many technicians fail to 
comprehend from the viewpoint of their 
limited experience. 

Many psychologists overemphasize the 
significance of data from special methods 
such as psychometrics or the Rorschach 
test. Having been taught by textbooks and 
teachers that certain findings are believed 
to have a certain significance, the psy- 
chologist prepares an highly intellectual- 
ized test analysis based on theoretical 


formulations which may or may not be 
valid. Preoccupation on the part of psy- 
chologists with personality inventories, 
questionnaires, rating scales, projective 
tests and other tools of objective meas- 
urement is very meritorious and of un- 
questioned value in many situations but 
it should be clearly understood that these 
technical laboratory methods rarely pro- 
vide the panoramic view of the total per- 
sonality which can only be achieved by the 
trained clinical observer. The psycholo- 
gist will remain a technician until such 
time as by training and experience he be- 
comes adept at eliciting and integrating 
data significant of the whole personality. 
It is our opinion that the most effective 
instrument for evaluating an individual 
personality is the objectively-trained mind 
of another human individual. Psycholo- 
gists have only recently discovered that 
individual clinical evaluation by the train- 
ed observer could be as valid and reliable 
as the results obtained from modern lab- 
oratory methods. It has been fashionable 
in psychology to deride the clinical “in- 
tuition” or guesswork of the trained 
physician and to criticize medicine be- 
cause of its failure to develop statistical 
and experimental methods to the degree 
to which they have been perfected in psy- 
chological research. This attitude is not 
based on a realistic understanding of the 
situation and can only operate to inhibit 
the long-delayed evolution of clinical 
methods in psychology. ag 


Experimentally trained psychologists 
are frequently critical of the apparent lack 
of rigid methodological controls in clinical 
reports of methods used in diagnosis and 
therapy. The absence of such standard 
experimental techniques as equated 
groups, large samples, controlled modi- 
fication of variable factors, standardized 
conditions and intensive statistical analysis 
has led many to feel that clinical studies 
have no scientific value and do not merit 
consideration. Psychologists have tended 
to ignore or disparage clinical research be- 
cause of the partially justifiable attitude 
that nonexperimental methods were un- 
scientific and suspect. In our opinion, 
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such attitudes are based upon a lack of 
understanding concerning the nature of 
clinical research. In clinical research, the 
validity and reliability of findings derived 
from intensive clinical study of small 
samples of individual cases are not always 
verifiable by experimental methods. The 
complexity and uniqueness of individual 
clinical cases defies any valid application 
of statistical methods which tend to con- 
ceal individual differences. The ultimate 
validity of clinical findings is tested in 
actual practice by checking and rechecking 
the claims of one investigator in other 
laboratories and with other samples of 
population. In clinical medicine, publica- 
tion of any new and startling finding is 


quickly checked by independent investiga- 
tors using experimental methods if possi- 
ble and less formal methods if experi- 
mental verification is not feasible. Rarely 
is it possible in clinical practice to formu- 
late a crucial experiment which will re- 
solve a difficult problem. More usually 
is it necessary to painstakingly accumu- 
late the experience of many independent 
observers. Clinical psychology will be 
seriously impeded in its evolution until 
such time as clinical as well as experi- 
mental studies begin to accumulate a fund 
of basic science information which will 
provide a rational basis for clinical prac- 
tice. 
B.C. %. 


To the Editor: 

The number of individuals and organi- 
zations carrying on vocational guidance 
has necessarily increased greatly in the 
past several years due to the growing 
awareness of the need for it in a large 
part of the population. With this increase 
has come a widening both of the variety 
and complexity of the problems brought 
to the vocational counselors. Because of 
the great variety of problems there is need 
for a structure which will inclose all the 
variations of the vocational problem and 
serve as a guiding principle to those who 
work as guidance counselors. This struc- 
ture, or framework, must also define the 
position of the vocational counselor in re- 
lation to other professions concerned with 
human adjustment as well as orient the 
direction of further research. 

In the variety of personalities and per- 
sonality problems which they present, 
those who seek counseling present a chal- 
lenge to vocational counseling. Whatever 
the problem, however, the underlying and 
governing principle is the same—helping 
the individual to assess himself and relate 
himself to the reality of work. All inter- 
ests, aptitudes, strivings, as well as all spe- 
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cial considerations, are brought into the 
focus of facing realities found in work 
situations so that the individual is eventu- 
ally brought to the point where he can be 
helped “to choose an occupation, to pre- 
pare for it, to enter upon it, and progress 
in it.” 

The counselor’s function is then pri- 
marily that of helping the individual re- 
late himself to the realities of work. There 
are two chief aspects to the counselor’s 
function: 

1. The process of helping the applicant 
to assess himself in relation to work, never 
losing sight of the whole individual and 
his total problem. 

2. The supplying of concrete informa- 
tion about training and occupations. 


To act effectively in the first aspect, the 
vocational counselor requires not only a 
knowledge of the dynamics of personality, 
but a personality of his own which can 
deal effectively with the intimate problems 
of other individuals. In the second aspect, 
he must have full information about edu- 
cational resources, job requirements, job 
opportunities, etc. In the complete proc- 
ess the counselor helps the individual to 
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find his way through the assets and liabili- 
ties of his total personality into the actual 
work situation. 

Vocational guidance must necessarily 
be an adjustive process, dealing in the 
manner described above with vocational 
problems. To be successful it must also 
be a therapeutic process, leading to voca- 
tional satisfaction and adjustment for the 
individual. Vocational .guidance differs 
from other professions concerned with 
human adjustment in that it focuses on 
one aspect of adjustment, the vocational. 
It may also have to touch on other aspects 
in relating the indiv-dual to job adjust- 
ment. Within the framework of adjust- 
ing to the reality of work, the whole in- 
dividual is necessarily involved. If it is 
brought to light that the home situation is 
blocking a satisfactory work adjustment, 
the individual may be referred to a social 
work agency. If the problem is an emo- 
tional one, referral might be made for 
psychiatric aid. Often the individual will 
have to make some work adjustment 
within the limits of an unsatisfactory 
home situation or an emotional problem 
which cannot be further modified by the 
psychiatrist. Asa result of the counseling 
the individual should be better able to 


ALEXANDER, F, and Frencu, T. M. Psy- 
choanalytic therapy. New York: Ron- 
ald Press, 1946, pp. 353. $5.00. 

This publication reports an intensive in- 

vestigation by the staff of the Chicago In- 

stitute for Psychoanalysis to define the 
basic principles of shorter and more effi- 
cient psychotherapy. In collaboration 
with the senior authors who are well- 
known American analysts, nine other 
members of the Institute staff have con- 
tributed chapters dealing with special 
problems and techniques. The stimulus 
to this study was an attempt to determine 
the validity of traditional psychoanalytic 
beliefs in order to differentiate between 


some progress toward it. 

Further research within the framework 
of vocational guidance would be oriented 
toward ascertaining how best to apply 
present techniques to specific kinds of 
problems and to the development of new 
techniques for the various problems met 
in the course of vocational guidance. 
What techniques are effective for the in- 
experienced young people, for the psy- 
cho-neurotic of various degrees, for the 
post-psychotic, etc.? For example: Where 
can the non-directive interview be best 
used? For which problems can various 
kinds of directive techniques such as sug- 
gestion, reassurance, and encouragment be 
best used or what combinations of tech- 
niques would be effective? The testing 
program would be evaluated for selective 
tests of special significance for various 
kinds of problems. In general, research 
would be directed toward the relating of 
the effectiveness of counseling techniques 
to the individual problems, rather than to 
descriptions of techniques or kinds of in- 
dividual problems per se. 


BENJAMIN BALINSKY 
New York City 


“standard” psychoanalysis and more flexi- 
ble analytically-oriented methods of ther- 
apy. Although the same psychodynamic 
principles of inducing emotional expres- 
sion in order to facilitate insight and ex- 
pose the ego to these unresolved emotional 
constellations which it has to learn to mas- 
ter are applied in every case, considerable 
flexibility is possible in their application 
to individual cases. At the Institute the 
choice of method is determined by the na- 
ture of the therapeutic problem with par- 
ticular stress being placed on the value of 
designing a plan of treatment based on a 
dynamic-diagnostic appraisal of the case. 
Different techniques are used flexibly 


make some vocational adjustment or make * 
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after a conscious decision concerning 
what promises to be most effective. 
Breaking with the classic psychoanalytic 
passive approach, more active directive 
techniques are used to expedite an eco- 
nomical treatment process. Part I deal- 
ing with principles of psychoanalytic 
therapy includes eight chapters discussing 
the dynamics of therapy. Particularly 
interesting are chapters 3 on the principle 
of flexibility, chapter 4 en corrective emo- 
tional experience and chapter 5 on the 
transference phenomenon. Clinical psy- 
chologists will find here the most objective 
presentation of modern analytic tech- 
niques in the current literature. Part II 
consists of nine chapters presenting illus- 
trative groups of cases treated by briefer 
methods of analytic therapy. These chap- 
ters are replete with details of methods 
which have not previously been available 
in one volume. This is an objective schol- 
arly work which deserves a place in the 
library of every clinical psychologist. 


TRAXLER, A. E. Techniques of guidance. 
New York: Harper, 1945, pp. 394. 
$3.50. 

The author is Associate Director, Educa- 

tional Records Bureau, with a long experi- 

ence in preparing practical articles on 
guidance for school systems. He has as- 
sembled and organized from a_ holistic 
viewpoint the most comprehensive pres- 
entation of modern guidance techniques 
known to this reviewer. All types of tests, 
records and counseling methods are de- 
scribed in detail well documented by the 
latest objective studies and comprehensive 
bibliographies with each chapter. The 
presentation is objective, concise and well 
outlined. It may be recommended with- 
out qualification to clinical psychologists 
and others working in the guidance field. 


KiaPMAN, J. W. Group psychotherapy. 
New York: Grune & Stratton, 1946, 
pp. 344. $4.00. 


The author is a member of the staff of the 
Institute for Juvenile Research and the 
faculty of the Northwestern University 
Medical School. Part I consists of two 
chapters treating with historical and an- 


thropological considerations; Part II, of 
three chapters concerning the dynamics 
of group psychotherapy which are the 
same as conventional methods; Part III 
presents the clinical applications of spe- 
cific methods to different types of cases 
and in different situations. The presenta- 
tion is scholarly and objective and will be 
well suited as a reference text for classes 
in clinical psychology. Of particular 
value is the outline of course of lectures 
suitable for affective reeducation in a 
mental hospital in chapter 10. Well 
chosen verbatim excerpts from illustrative 
— make for easy reading for the stu- 
ent. 


Moreno, J. L. (Ed.) Group psycho- 
therapy. A symposium. New York: 
Beacon House, 1945, pp. 543. $5.00. 


The editor of this Symposium is one of 
the acknowledged founders of group psy- 
chotherapy having evolved the method of 
psychodrama with children in 1911 in 
Vienna. The first two sections include a 
republication of papers given at the Con- 
ference on Group Method presented be- 
fore the American Psychiatric Association 
in 1932 and the 1944 Conference on 
Group Psychotherapy before the same as- 
sociation. Original papers published for 
the first time include two on lecture meth- 
ods, four on analytic group methods, five 
on psychodrama, three on sociodrama, two 
on sociometric methods and motion pic- 
tures, three on musical methods and one 
on dance methods. A concluding section 
presents miscellaneous notes on the his- 
torical development of the method. As 
would be expected in a symposium, the 
papers vary in content and quality but are 
on the whole written with an objective 
viewpoint. This volume is recommended 
as a source book for students who wish to 
learn more of the details of group psycho- 


therapy. 


Ericxson, C. E. and Harr, M.C. Guid- 
ance practices at work. New York: 
McGraw-Hill, 1946, pp. 325. $3.25. 

The editors have secured statements from 

guidance and counseling staffs of schools 

in all parts of the United States describ- 
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ing specific practices that have been suc- 
cessfully used in schools with developed 
guidance programs. Included are many 
practical ideas on organizing a guidance 
program, effective orientation practices, 
the role of classroom and extracurricular 
activities, occupational information and 
vocational guidance, and practical tools 
and techniques. The authors have con- 
densed and reworked the individual con- 
tributions to make a concise, easily read 
compendium of factual information which 
will serve as a valuable reference work. 


Kuen, P. E. and Morritt, R. E. Coun- 
seling techniques in adult education. 
New York: McGraw-Hill, 1946, pp. 
185. $2.00. 


This is a compact manual written by 
members of the Adult Education Staff of 
the San Diego City Schools. The pres- 
entation is scientifically oriented and 
eclectic with adequate references to the 
recent literature. Unfortunately, descrip- 
tions of specific techniques are too abbre- 
viated with insufficient use of illustrative 
case histories which detracts from its 
value as a reference work for students. 


Rocers, C. R. and Watten, J. L. Coun- 
seling with returned servicemen. New 
York: McGraw-Hill, 1946, pp. 159. 
$1.60. 


The senior author was formerly Director 
of Counseling Services, United Service 
Organizations, Inc., and is now professor 
of psychology at the University of Chi- 
cago. This manual outlines the applica- 
tion of Rogers’ nondirective methods of 
counseling and psychotherapy to the prob- 
lems of the returned serviceman. The 
theory of nondirective therapy is clearly 
and succinctly outlined with detailed 
presentations of verbatim case records. 
It will be of value only insofar as non- 
directive methods are the complete answer 
to all counseling problems. 


L. R. Hypnoanalysis. New 
York: Grune & Stratton, 1945, pp. 
342. $4.00. 


Written by a lecturer at the New York 
Medical College, this appears to be an- 


other one of those volumes prepared to 
cater to public interest in a new method. 
The first 159 pages are given to a detailed 
presentation of the findings of one case 
treated by hypnoanalysis. This makes 
interesting reading but has questionable 
scientific value since the conditions of 
treatment were not well controlled and it 
is difficult to determine whether the thera- 
peutic results could be validly traced to 
this method in contrast to other experi- 
ences which the patient has simultane- 
ously. Part II consists of six chapters 
discussing psychoanalysis and hypnosis, 
hypnoanalytic procedures, the recall of 
buried memories, resistance, transference 
and interpretation. These chapters in- 
volve lengthy discussions of the author’s 
undocumented opinions and would be of 
slight value to the student of clinical psy- 
chology. 


Dotcu, E. W. A manual for remedial 
reading. Champaign: Garrand Press, 
1945, pp. 460. 

This is the second edition, completely re- 
written, of a manual presenting the per- 
sonal experience of Dr. Dolch who is as- 
sistant professor of education at the Uni- 
versity of Illinois. Although the initial 
chapter of 20 pages is dedicated to the 
statement that the poor reader is a per- 
sonality problem, the remainder of the 
book discusses the mechanical details of 
handling poor readers with little or no dis- 
cussion of the personality as a whole. 
Many valuable practical suggestions are 
given which will undoubtedly help the 
classroom teacher. Unfortunately, how- 
ever, the presentation consists mainly of 
an informal commonsense presentation of 
the author’s own opinions with few ref- 
erences to the literature and no illustra- 
tive cases. 


FenicuHet, O. et al. The psychoanalytic 
study of the child. An annual. Vol. 1. 
New York: International Universities 
Press, 1945, pp. 423. $6.00. 

With the collaboration of a distinguished 

group of Anglo-American child analysts 

constituting its editorial board, this is the 
first volume of a projected annual series 
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intended to provide a source of analytically 
oriented information in the field of child 
study. Twenty-five papers are included 


. relating to genetic problems (5), problems 


of child analysis and child development 
(5), guidance work (4), education (6), 
and miscellaneous notes (5). The con- 
tributions of Anna Freud on “Indications 
for Child Analysis,” Fritz Redl on “Gang 
Formation and Juvenile Delinquency,” 
and Willie Hoffer on ‘Psychoanalytic 
Education” are outstanding in a collection 
of genuine value. For persons interested 
in child analysis, this annual would ap- 
pear to serve a useful function in gather- 
ing together representative opinions con- 
cerning latest developments. 


Hinsigz, L. E. The person in the body. 
New York: W. W. Norton, 1945, pp. 
263. $2.75. 

Dr. Hinsie is professor of psychiatry at 

the College of Physicians and Surgeons, 

Columbia University and Assistant Direc- 

tor of the New York State Psychiatric 

Institute and Hospital. This book is a 

psychoanalytically oriented introduction 

to psychosomatic medicine. In the pref- 
ace the author states that the book was 
written for both physician and patient 
since both need to know the part that dis- 
torted emotions play in illness. It falls 
short of this goal in being too recondite 
for the layman and not sufficiently objec- 
tive to serve as a reference text for the 
physician. Unfortunately there is no 
discernible outline and even the profes- 
sional reader will have difficulty in read- 
ing through long abstruse sections giving 
the opinions of the author on matters 
which are still in the realm of speculation. 


Lewis, N. D. C. and Pacetra, B. L. 
(Eds.) Modern trends in child psy- 
chiatry. New York: International Uni- 
versities Press, 1945, pp. 341. $6.00. 


Although including papers by a distin- 
guished group of American child psychia- 
trists, it is difficult to discern for what type 
of reader this symposium was intended. 
The specialist will find little which is new 
or original with the exception of an inter- 


esting paper by Louise Despert on “Play 


: 


Analysis in Research and Therapy.” For 
students the high cost of this publication 
makes it prohibitive even if its contents 
were authoritative and comprehensive 
enough to make it valuable as a source 
book. 


Ocitviz, R. S. Manual of electroence- 
phalography for technicians. Cam- 
bridge: Addison-Wesley Press, 1945, 
pp. 100. 


This monograph will fill a real need in ac- 
quainting technicians with the basic prin- 
ciples of electroencephalography.  In- 
cluded are chapters on setting up the lab- 
oratory, electrodes and their placement, 
obtaining tracings and the elements of 
interpretation. The style is simple and 
understandable with well chosen illustra- 
tions. 


Brarr, G. M. Diagnostic and remedial 
teaching in secondary schools. New 
York: MacMillan, 1946, pp. 422. $3.25. 


Dr. Blair is assistant professor of educa- 
tional psychology at the University of 
Illinois. This book offers a compilation 
of concrete and practical suggestions for 
carrying out a remedial teaching program 
in secondary schools systems. Part I in- 
cludes seven chapters on the remedial 
teaching of reading ; part II presents four 
chapters on remedial teaching of arithme- 
tic, spelling, handwriting and fundamen- 
tals of English ; part II1 outlines the meth- 
ods of case study with a short chapter on 
preparing for remedial teaching. The 
orientation is objective and scientific with 
adequate bibliographies and _ illustrative 
materials. This book is well suited for the 
clinical psychologist who desires to learn 
the rudiments of the field. 


Sotomon, H. C. and Yaxovtev, P. I. 
(Eds.) Manual of military neuropsy- 
chiatry. Philadelphia: Saunders, 1944, 
pp. 764. $6.00. 


This manual evolved from a postgraduate 
seminar in neurology and psychiatry held 
at the Metropolitan State Hospital, Wal- 
tham, Massachusetts in 1941-42 and which 
was so justly acclaimed on being published 
privately that the lectures have been thor- 
oughly revised for the present volume 
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which is intended as a reference text on 
topics of clinical neurology and psychiatry. 
Two introductory chapters summarize 
neuropsychiatric experience of World 
Wars I and II; part IT presents five chap- 
ters on induction procedures ; part III dis- 
cusses administration and disposition of 
neuropsychiatric cases; part IV discusses 
the commoner clinical entities encountered 
in military neuropsychiatry; part V dis- 
cusses prophylaxis and therapy; and part 
VI includes special topics such as electro- 
encephalography, cerebrospinal fluid and 
physiology of flying. One of the values 
of a compendium is that large amounts of 
practical material are made available in 
abbreviated form. Although showing the 
usual discrepancies in quality shown by 
any symposium, the editors have suc- 
ceeded in creating a manual of unusually 
high quality. Clinical psychologists work- 
ing in military installations will find this 
book to be very valuable in orienting to 
neuropsychiatric problems and procedures. 


Gotpstetn, S. E. Marriage and family 
counseling. New York: McGraw-Hill, 
1945, pp. 457. $3.50. 


The author is Professor of Social Serv- 
ice, Jewish Institute of Religion, and 
President, National Conference of Family 
Relations. His viewpoint is derived from 
the practical experience of a rabbi who has 
become familiar with the concepts of law, 
medicine, social work, psychiatry and psy- 
chology through observation of the work 
now being done in community consulta- 
tion centers. The orientation is based on 
a common-sense application of knowledge 
concerning family life as a changing so- 
cial institution. The style of presenta- 
tion is informal and consists almost exclu- 
sively of the author’s opinions concerning 
premarital and family counseling. A short 
list of references is given in an appendix. 
This book is more suitable for laymen than 
as a reference work for a formal aca- 
demic course. 


The Veterans Administration, Wash- 
ington, D. C. in V. A. Circular No. 105, 
dated May 2, 1946, has announced a train- 
ing program for clinical psychologists as- 
sociated with part-time work in V. A. 
stations where neuropsychiatric cases are 
treated. This program will fulfill the re- 
quirements of “on-the-job” training pro- 
vided for under Public Law 346 ( Service- 
men’s Readjustment Act) and Public 
Law 16 (Vocational Rehabilitation Act). 

Established departments of psychology 
in universities recognized by the APA as 
qualified to give complete training in clini- 
cal psychology will select the candidates 
and supervise the training. Two hundred 
positions will be authorized. Trainees 
will be classified into four grades depend- 
ent on the amount of training remaining 
before completion of a program for a 
doctoral degree. Trainees will render 
part-time service in clinical psychology 


and will have opportunity for research 
and study. 


R. Epwarp Berman, Director, and 
SHELDON J. LacuMan, Associate Direc- 
tor, announce the opening of a Psycho- 
logical Consultation Service, 309 Broad- 
way Market Building, 1377 Broadway 
Ave., Detroit 26, Michigan. 


Winter General Hospital (VA), To- 
peka, Kansas, has recently appointed the 
following to the staff of Psychological 
Services : 

Rosert C. Chief Psychol- 
ogist, formerly Director of Psychological 
Laboratories, Norwich State Hospital 
and Associate Professor of Psychology, 
University of Connecticut; B. 
Dunn, Senior Psychologist, formerly 
Captain, Sn C.; Ropert R. Hott, Senior 
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Psychologist, formerly Study Director, 
Division of Program Surveys, Depart- 
ment of Agriculture; and Mitton Wex- 
LER, Senior Psychologist, formerly Lt. 
Commander, U. S. N. R, 


Dr. Harotp H. ANDERSON has ac- 


cepted a position as professor of psychol- 
ogy and head of the department at Michi- 


NEWS 


gan State College, East Lansing, Michi- 
gan. 


WantTeD: To purchase limited number 
of back numbers of Volume I, particu- 
larly numbers 1, 2, and 3 to complete 
library files. Will pay seventy-five cents 
each for issues in good condition. Please 
write before sending to Journal of Clini- 
cal Psychology, Brandon, Vermont. 
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Child Care Publications 
30 West 58th St., New York 19, N. Y. 
is the publisher of 


THE HANDBOOK OF CHILD GUIDANCE 
Chapter authors include: 


Bernard Glueck, Ethel Waring, E. DeAlton Partridge, Clifford Erickson, Harold W. McCormick, 
Margaret Gerard, Henry C. Schmuacher, Edward Liss, Percival Symonds, Gerald H. J. Pearson, 
Leo Kanner, C. "M. Louttit, Charlotte Towle, John Edward Bentley, Harry Bakwin, 


M. M. 
Chambers, Richard Jenkins, Franklin J. Keller, Charles S. Johnson, Louise Wagoner, p> Resell 
Adler and Frances G. Wickes. 


THE NERVOUS CHILD 
now in its Fifth Volume, 1946, contains the following : 
Four symposiums : 
1. Anxiety and Fear Disturbances in Young Children 
2. Varying Viewpoints on Child Psychoanalysis 
3. Problems of Coercion Reviewed and Restated 
4. Psycho-Somatic Problems With the Young Child 


THE JOURNAL OF CHILD PSYCHIATRY 


Editorial Board: J. Louise Despert, Frederic J. Farnell, Ernest Harms, C. M. Louttit, 
Bernard L. Pacella and Leo Kanner. 
First Volume — 1946 


For more detailed prospectus write to the publisher 


PSYCHOLOGICAL ABSTRACTS 


Epitor, WALTER S. HUNTER 
Brown University 


An Abstract journal covering the world’s psychological literature in short, non- 
tritical, factual reviews. The subject matter is classified under the following heads: 
neral (including Statistics) Personality and Character 
Nervous System General Social Processes 
Receptive and Perceptual Processes (including Esthetics) 
earning, Conditioning, Intelligence Crime and Delinquency 
(including Attention, Thought) Industrial and Personnel Problems 
otor and Glandular Responses Educational Psychology 
(including Emotion, Sleep) (including Vocational Guidance) 


Psychoanalysis, Dreams, Hypnosis Mental Tests 
Functional Disorders Childhood and Adolescence 


In December of each year a 13th Index Number contains 
author and title indexes for the year 
with adequate cross references. 
ubscription, $7.00 a year. Foreign, $7.25. 
Published monthly by 


HE AMERICAN PSYCHOLOGICAL ASSOCIATION, Ine. 
Northwestern University Evanston, Illinois 
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